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in the hands of the physician 


Often the critical evaluation of the drug to be administered is as 
important to the patient’s recovery as is the diagnosis of his con- 
dition. In each case correct procedures can be determined only 
by the physician. 

CHLOROMYCETIN is eminent among drugs at the disposal of the 
medical profession. Clinical findings attest that, in the hands of 


the physician, this widely used, broad spectrum antibiotic has 


proved invaluable against a great variety of infectious disorders. 


notably effective, well tolerated, broad spectrum antibiotic 


The many hundreds of clinical reports on CHLOROMYCETIN 
emphasize repeatedly its exceptional tolerance as demonstrated 
by the infrequent occurrence of even mild signs and symptoms 


of gastrointestinal distress and other side effects in patients 
receiving the drug. 

Similarly, the broad clinical effectiveness of CHLOROMYCETIN 
has been established, and serious blood disorders following its use 
are rare. However, it is a potent therapeutic agent, and should 
not be used indiscriminately or for minor infections—and, as with 
certain other drugs, adequate blood studies should be made 


when the patient requires prolonged or intermittent therapy. 
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CHLOROMYCETIN (chloramphenicol, Parke-Davis) 
is available in a variety of forms, including: 
CHLOROMYCETIN Kapseals,® 250 mg., bottles of 16 and 100. 
CHLOROMYCETIN Capsules, 100 mg., bottles of 25 and 100. 
CHLOROMYCETIN Capsules, 50 mg., bottles of 25 and 100. 
CHLOROMMYCE TIN Ophthalmic Ointment, 1%, %-ounce 
collapsible tubes. 
CHLOROMYCETIN Ophthalmic, 25 mg. dry powder 
for solution, individual vials with droppers. 
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Most people find foods unappealing and insipid without salt. 
Therefore, when salt restriction is indicated, the patient 

must be impressed with the importance of a salt-free diet and must 
adhere faithfully to a rigid regimen. “With the development 

of such preparations as Neocurtasal ... the problem of palatability 
and a salty taste has been fairly well solved...” ! 


trustworthy nonsodium-containing salt substitute”? 


—lends the desired salty flavor to foodstuffs, and can be used 
in all salt-free and low sodium diets. 


CONSTITUENTS: Potassium chloride, ammonium chloride, 


potassium formate, calcium formate, magnesium citrate and starch, 


Neocurtasal looks and pours like table aalt 
and may be used in the same manner. 


NEOCURTASAL | | Both available in 2 oz. shakers and 8 oz. bottles. 


New Yorn 18,N. Y. Wivosor, Ont. 


1. Merryman, M. P.: The Use of the Low Sodium Diet. 
South Dakota Jour. Med. & Pharm., 2:57, Feb., 1949. 
2. Heller, E. M.: The Treatment of Essential Hypertension. 
Caned. Med. Assn. Jour., 61:293, Sept., 1949. 
*Author unidentified. From Mencken, H. L.: A New Dictionary of Quotations. 
trademark reg Conede New York, Alfred A. Knopf, 1942, P- 1057. 
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particularly useful... 
for the routine therapy 
of the 


menopause 


ESTINYL® 


EstinyL® Tablets alleviate menopausal 
symptoms rapidly and smoothly in very 
small doses. A derivative of estradiol, 
EsTINYL (ethinyl estradiol) produces the sense 
of well-being characteristic of therapy 
with natural estrogens. 


Tablets of 0.02, 0.05, and 0.5 mg. 


1. Perloff, W. M.: Am. J. Obst. 
& Gynec. 58:684, 1949. 


CORPORATION 
BLOOMFIELD, N. J. 
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ACETATE 
(CORTISONE ACETATE, Merck) 


The many 
a 


CorTONE lughlight to a 
uts therapeutic 
umportance im 


everyday practice 


Primary Site of Pathology and Indications 


1. EYE—Inflammatory eye disease. 2. NOSE—Intractable hay fever. 3. LARYNX—Laryngeal 
edema (allergic). 4. BRONCHI—Intractable bronchial asthma. 5. LUNG Sarcoidosis. 
6. HEART—Acute rheumatic fever with carditis. 7, BONES AND JOINTS—Rheumatoid 
arthritis; Rheumatoid spondylitis; Acute gouty arthritis; Still’s Disease; Psoriatic arthritis. 
8. SKIN AND CONNECTIVE TISSUE—Pemphigus; Exfoliative dermatitis; Atopic dermatitis; 
Disseminated lupus erythematosus; Scleroderma (early); Dermatomyositis; Poison Ivy. 
9. ADRENAL GLAND—Congenital adrenal hyperplasia; Addison’s Disease; Adrenalectomy 
for hypertension, Cushing’s Syndrome, and neoplastic diseases. 10. BLOOD, BONE MAR- 
ROW, AND SPLEEN—Allergic purpura; Acute leukemiat (lymphocytic or granulocytic); 
Chronic lymphatic leukemia.t 11. LYMPH NODES—Lymphosarcomat; Hodgkin’s Diseasef. 
12. ARTERIES AND CONNECTIVE TISSUE—Periarteritis nodosa (early). 13. KIDNEY— 
Nephrotic Syndrome, without uremia (to induce withdrawal diuresis). 14. VARIOUS TISSUES 
—Sarcoidosis; Angioneurotic edema ; Drug sensitization; Serum sickness; Waterhouse-Frider- 
ichsen Syndrome. 

tTransient beneficial effects. 


MERCK & CO., Inc. 


RAHWAY, NEW JERSEY 


Cortone is the registered 
trade-mark of Merck & Co., 
Inc. for its brand of cortisone. 
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| Upjohn 


less-antigenic 
penicillin: 


Cer-O-Cillin 


Trademark Reg. U.S. Pat. Off. POTASSIUM 
Available as: 
Sterile vials containing 200,000 
units Crystalline Penicillin O 
Potassium 
Bottles of 12 buffered tablets, each 
containing 100,000 units Crystal- 
line Penicillin O Potassium 


The Upjohn Company, Kalamazoo, Michigan 
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still winning 
new friends 


on cral estrogen therapy that imparts KN 


no odor or after-odor, no taste or after-taste 


, prudent and assuring explanations will help— 
f he 


clearing away the jungle of her doubts and fears. Then 
SULESTREX will help—in controlling the physical symp- 
toms of the climacteric. 


Years of search have given you SULESTREX—an 
odorless, absolutely pure, crystalline estrogen, chemi- 
cally standardized for unvarying hormonal activity. 
Unexcelled—therapeutically and esthetically—these 

tiny uncoated tablets will never insult the breath or 
perspiration, never annoy with “‘after-taste.”’ 


A new report by Reich and associates! confirms 
and extends his conclusions from his pilot study?. .. 


‘Piperazine estrone sulfate (SULESTREX) is 
eC r eC a clinically effective oral estrogenic substance, 
easy to administer and a well er 

. . Its action is accompanied with an amazin 
piperazine tablets low incidence of side reactions.” ied 
175 patients were included in this latest 
(PIPERAZINE ESTRONE SULFATE, ABBOTT) Study, 50 of whom received therapy to relieve 

postpartum breast engorgement. 


Make your own test—on your next 
menopausal patient. One trial will give 
impressive argument for this newest advance 


¥. Reich, W. J., et al. (1952), A Recent Advance in Estrogen Therapy. tt. in oral estrogen therapy. SULESTREX is avail- 
Amer. J. Obst. & Gynec., 64:174, July. 2. Reich, W. J., et al. (1951) A 


Recent Advance in Estrogen Therapy. |. Amer. J. Obst. & Gynec., 62:427, able in 0.75-, 1.5-, and Obbott 
Avaust. 3-mg. grooved tablets. 
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* Welltolerated Imparts a feeling of well 


Highly effective 
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Sothers will thanle you 


Dissolved on Tongue 


The Best Tasting Aspirin You 
Can Prescribe. 


The Flavor Remains Stable 
Down to the Last Tablet 


CHILDREN'S SIZE ) ER | in the Bottle. 


BAYER ASPIRIN & 


We will be pleased to send samples on request 
OD %« 


Grooved Tablets — 
Easily Halved. 


THE BAYER COMPANY DIVISION of Sterling Drug Inc. 
1450 Broadway, New York 18, N. Y, 
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Middle cardiac vein 
Posterior descending branch 
of right coronary artery 
Right ventricle 

Right coronary artery 
Small cardiae vein 
Inferior vena cava 
Coronary sinus 

Right auricle 

Left atrium 

Right pulmonary vein 


11 Right branch of 
artery 

12 Innominate artery 

13 Superior vena cava 

14 Left common carotid artery 

15 Pericardium 

16 Aortic arch 

17 Ascending aorta 

18 Conus arteriosus 

19 Anterior descending branch 
of left coronary artery 


20 Left ventricle 

21 Posterior vein of 
left ventricle 

22 Great cardiac vein 

23 Left pulmonary vein 

24 Left auricle 

25 Left subclavian artery 

26 Left branch of 
pulmonary artery 

27 ‘Trabeculae carneae 

28 Trabecula tendinea 


29 Left coronary artery 
30 Posterior 
semilunar valve 
31 Left semilunar valve 
32 Right semilunar valve 
33 Posterior cusp of mitral 
(bicuspid) 
34 Anterior cusp of mitral 
(bicuspid) valve 
Chordae tendineae 
Papillary muscle 


35 
36 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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HYDROCHLORIDE CRYSTALLINE 


Aureomycin 


Infections Involvin 
the Heart 


C 


NDOCARDITIS—Aureomycin has established itself as one of the most 

valuable agents available for the treatment of infections involving the 
heart. Aureomycin is now recognized as a highly effective antibiotic against 
the organisms most frequently encountered in endocarditis—staphylococci, 
Str. viridans, Str. fecalis and other enterococci. These organisms are being 
increasingly found resistant to penicillin and streptomycin. Endocarditis 
caused by these organisms has responded to aureomycin after failure of 
other antibiotics. Aureomycin is held by many physicians to be an antibiotic 
of choice for prophylactic use in patients with organic cardiac disease 
who require oral, intestinal, or rectal surgery, or any transurethral oper- 
ative procedure. Endocarditis complicating typhus and brucellosis has 
responded well to aureomycin therapy. 


ERICARDITIS —The importance of aureomycin in pericarditis has been 

_ demonstrated by its successful use after failure of other therapy—in acute 

nonspecific pericarditis, possibly of viral etiology; H. influenzae pericarditis; 
tularemic pericarditis; and actinomycotic pericarditis. 


HEUMATIC FEVER—Because aureomycin is an antibiotic with a wide 
range of effectiveness against the pathogenic strains of streptococci, its 
use has been recommended for the prevention of acute rheumatic fever and 
its cardiac complications. 


PackaGes: Capsules: 50 mg.—Vials of 25 and 100; 100 mg.—Vials of 25 and bottles of 100; 250 mg.—Vials of 
16 and bottles of 100. Ophthalmic Solution: Vials of 25 mg.; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


A bibliography of 39 selected references will be mailed on request. 
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Apresoline~ 


Hydrochloride 
(brand of hydralazine hydrochloride) 


for Control of Hypertension 


F” better individualization of dosage with 
Apresoline, a new, 10-mg. tablet has been 
added to the 25-mg. and 50-mg. potencies. 
Apresoline is a relatively safe, single anti- 
hypertensive drug with minimal side effects, pro- 
viding benefits in many cases—complete control 
in some. It is recommended that Apresoline be 
used in severe hypertension and in those mild 
hypertensive patients who have not been ade- 
quately controlled by conventional regimens 
(diet, mild sedation, rest, etc.). The following 
considerations are important: 
Effective in essential hypertension with 
relatively fixed levels, early malignant hyper- 


tension, toxemias of pregnancy, and acute 
glomerulonephritis. 

Induces gradual and sustained reduction of 
blood pressure with no dangerous, abrupt fall 
on oral administration. 

Affords uniform rate of absorption and 
marked antihypertensive effectiveness. 

Increases renal plasma flow in marked con- 
trast to the decrease associated with certain 
other hypotensive drugs. 

Produces significant relaxation of cerebral 
vascular tone without decrease in cerebral blood 
flow. 

Side effects are minimal and often disap- 
pear as therapy is continued. 


Complete information regarding manner of use and clinical application available on request. 


Chiba 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 


2/1984" 
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WELL-TOLERATED 


wide-range antibiotic 


ee ee eee 


*Ilotycin’ is a powerful antibacterial of proved effectiveness* in the 
treatment of infections due to: 


eee eee ee eee ee ee 


ORGANISMS INFECTIONS 


1. Staphylococci Bacteremia, meningitis, pneumonia, 
osteomyelitis 


@ 
@ 


2. Hemolytic Cellulitis, erysipelas, peritonsillar abscess, 
streptococci pharyngitis, pneumonia, scarlet fever. 
septic sore throat, tonsillitis, wound infections 
3. Pneumococci Empyema, lobar pneumonia 
5. Nonhemolytic Some cases of endocarditis, genito-urinary 
1. Heilman, F. R., Herrell, W. E., Wellman, (August 14), 1952. 3. Smith,J.W..Dyke, : 
statatetetatatetetetstotetetetstetetete . E., and Geraci, J. E.: Some Laboratory R. W., and Griffith, R. S.: Erythromycin: state 
state ote ete and Clinical Observations on a New Anti- Studies on Absorption Following Oral Ad- ered 
biotic, Erythromycin (‘Tlotyein’), Proc. ministration and on Treatment of 33 Pa- stots 
Staff Meet., Mayo Clin., 27:285 (July 16), tients, to be published. 4. Spink, W. W.: stots 
1952. 2. Haight, T. H., and Finland, Personal communications. 5. Romansky, 
Clinical Studies on Eryth- M. J.: Personal communications. 
state romycin, New England J. Med., 247:227 
| 
| 


* 


DOSAGE: Adults— Total daily doses of 400 to 2,000 mg. 
are recommended, depending on the type and severity of the 
infection. Lobar pneumonia, bronchopneumonia, and some 
of the milder types of respiratory infections caused by or- 
ganisms susceptible to ‘Hotycin’ have consistently respond- 
ed to doses of 100 mg. every four to six hours. For other 
infections, larger doses of 300 to 500 mg. every six to eight 
hours should be employed. 

Children—6 to 8 mg. per Kg. of body weight every six hours. 
Therapy should be continued for at least forty-eight hours 
after the temperature has returned to normal and acute 
symptoms have subsided. 


Available in 100-mg. specially coated tablets in bottles of 36. } ; 
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PERIODIC HEALTH EXAMINATIONS 
IN INDUSTRY 
C. McGee, M. D.,* 
Wilmington, Del. 
INTRODUCTION 
Experience has shown that a medical ex- 
amination program in industry directed to- 
ward the best health interests of the employee 
proves to be beneficial both to the individual 
and to his company. There is no contlict of 
interests between employee and management 
in a properly conducted industrial health 
program. 
In summary, the benefits to the employee 
are: 

a) Affords early recognition of incipient 
disease. 

b) Eliminates anxiety over trivial conditions ; 
i.e., unimportant peculiarities of the indi- 
vidual worker which are without health 
import. 

«¢) Protects against contagious disease at work. 

d) Prevents the worker from being assigned 
to work which is too great for his physical 
abilities. 

e) Protects against disease arising from oe- 
cupation. 

{) Promotes the correction of remediable 
physical defects. 

¢) Provides an opportunity for health edu- 
cation. 

The employer finds these benefits from an 
adequate examination program: 

a) Better employee morale and good will. 

b) Reduction in the amount of time lost from 
work because of illness. 

¢) Inereased efficiency in personnel. 

d) Reduction in costs of benefit plans, group 

insurance and industrial compensation. 

e) Better placement and less turnover of 
labor. 


— 


*Attending Chief, Division of Medicine, Delaware Hospital, 
Medical Director, Hercules Powder Company. 


Il. SELECTION OF AN 
EXAMINING PHYSICIAN 

The examining physician should be one who 
has sincere interest in the use of the periodic 
health mterview for health maintenance as 
well as for the early detection of disease. The 
ability to take a good medical history and a 
knowiedge of the techniques of an adequate 
physical examination are essential. The phy- 
sician should have a persuasive personality, 
one who ean convince others of the worth- 
whileness of a given course of action. He 
should be of high moral and intellectual in- 
tegrity, one who is unwilling to compromise 
his medical opinion for any consideration 
other than the best health interest of the em- 
ployee. An interest in health examinations 
and basie competence of the physician are 
factors which outweigh such considerations as 
how his services are obtained; Le., whether 
company-employed, clinic staff member or in- 
dependent practitioner. 


Til. Mepicat Hisrory in THe 
Pertopic EXAMINATION 

The employee usually presents himself 
either with no complaints or with complaints 
of a minor nature at the periodic health ex- 
amination. Confidence by the examinee in the 
interviewing physician is a prime requisite 
if a satisfactory inventory of body functions, 
past and present, is to be obtained. Unless 
the examinee knows that the interview is for 
his benefit there may be an understandable 
reluctance to disclose his complete medical 
history. 

The interview should be condueted in com- 
plete privacy and the information obtained 
should be used only as in proper and long 
accepted physician-patient relationships. Im- 
portance is to be attached to the following: 
(a) family health history; (b) metabolic dis- 
orders; (¢) infectious diseases; (d) allergies; 
(e) circulatory and respiratory function; (f) 
digestive disturbances; (g) living habits, both 
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at work and play; (h) pyschologie and _ be- 
havior eccentricities; (1) self medication ree- 
ord; (j) previous notations on the individual 
health record; (k) occupational and other en- 
vironmental influences. 
IV. THe Prysical EXAMINATION 

A satisfactory examination requires alert- 
ness and adequate time from the examiner. 
Any tendency for the examiner to be hurried 
is to be deplored. The examining room needs 
to be well lighted, quiet and comfortable. The 
details of an adequate physical examination 
are well known to physicians from their med- 
ical school and hospital training, are de- 


scribed by standard textbooks on the sub- 


ject, and need not be repeated here, 

The frequency of periodic examinations 
varies with the age and sex of the industrial 
employee, the nature of occupation, the pres- 
ence or absence of latent disease and = indi- 
vidual health handicaps. There is a tendeney 
for older workers and those in hazardous oe- 


cupations to be examined at more frequent 
intervals. The interval between examinations 
most often reported for workers under med- 
ical supervision in non-hazardous occupations 


is one vear. In so tar as age affects the fre- 
quency of the examination, one proposed 
schedule is as follows: under 30 vears of age, 
every 3 vears; age 30-40 vears, every 2 years; 
age 40-60 vears, annually; age 60-65 years, 
semi-annually. 

There can be, however, no ideal arbitrary 
examination interval for a group of people. 
Individualization is necessary. What is im- 
portant is the establishment of confidence in 
the examiner and a willingness of the indus- 
trial worker to report any evidence of im- 
pairment of his well-being promptly so that 
whatever re-examination Is necessary may be 
viven without delay. The character and fre- 
quency of examinations is best determined 
for a group of emplovees after a study of the 
needs of the group by a physician experienced 
in industrial hygiene and the operation of 
industrial health programs. Such consulta- 
tion and advice are available in the nation’s 
various industrial areas. 

Other than medical examinations before 
placement in industry and the periodic health 
inventory, the following special examinations 
have been found to be useful for industrial 
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employees: (a) special examinations of work- 
ers In hazardous occupations; (b) examina- 
tions upon return to work after illness or in- 
jury; (¢) job transfer examinations; (d) ex- 
aminations of food handlers; (e) examina- 
tions by request of the employee. 

It must be recognized by anyone using med- 
ical report forms, that no one form can be 
devised to fit, optimally, each examinee. Re- 
port forms are used widely in industry to 
serve three purposes: (a) to furnish a writ- 
ten record of an examination; (b) to furnish 
the examiner with a check list of basie es- 
sentials in the interview and examination: 
(¢) to allow statistical compilation of faets 
gleaned by many different examiners through 
uniformity of reporting forms. 

V. THe Ust or Lasporarory PrRocepuRES 

Two approaches to the selection of labora- 
tory procedures for use with the periodic 
health examination are currently found in in- 
dustry. Both have elements of usefulness to 
recommend their employment suitable 
eroups. 

1) A battery of screening tests devised for 
speed and low cost application to large groups 
of people without selection by interview and 
physicial examination. Such tests are photo- 
fluorograms of the chest, blood serology, 
blood sugar estimations, urinalyses, ete. 

2) Procedures selected by the physician 
after obtaining the history and physieal ex- 
amination of the man interviewed in a health 
check-up. This is the individual approach 
sanctioned by long experience of medical 
practice in dealing with the man with a com- 
plaint; i.e., the patient. In the ostensibly well 
person, the physician may not have the clue 
of a complaint or physical finding to guide 
him in selecting laboratory procedures. 

Basically, a urinalysis and hemoglobin 
estimation or blood count are recommended. 
Until syphilis is brought under control blood 
serology should be had at intervals (depend- 
ing upon community ineidence) for case find- 
ing. Many industrial groups receive chest sur- 
veys at intervals of 18 to 24 months (or 
oftener in suspected minimal or known ar- 
rested pulmonary tuberculosis). An electro- 
eardiogram, especially on men over forty 
vears of age, has been helpful in revealing 
unsuspected evidence of vascular disease. 


| 
: 
| 
er 
4 
: 
m 
ag 
i. 
= 
¥ 
ig 
‘ 


JANUARY, 1953 


Additional laboratory or roentgenographie 
tests are dictated by the judgment of the phy- 
sician in selected workers. In special examina- 
tion programs for executives certain groups 
receive some blood chemistry (e. g., urea 
nitrogen and blood sugar), sigmoidoscopic 
and stool examinations, and gastro-intestinal 
X-ray studies, in addition to the above, as 
part of the routine. 
VI. Tue INreRview AFTER THE EXAMINATION 

very lay person needs advice on health 
consonant with his ability to understand it. 
The examinee properly expects some com- 
ment from the physician as to the results of 
the examination. Whenever illness is discov- 
ered, the character of the advice is clearly in- 
dicated. Even in minor deviations from 
health, there is need for explanation of their 
significance by the physician. Karly obesity, 
eating habits, use of laxatives, dental and 
gingival disease, skin disorders, smoking and 


drinking habits, emotional states aad posture 


are excellent and frequently recurring start- 
ing points for health counselling. 

The preventive potentiality of advice re- 
sulting from a health examination appeals 
to intelligent persons. It is the physician's 
responsibility to explain, lay proper emphasis 
and to assure himself that his advice is un- 
derstood by its recipient. Routine written re- 
ports to the layman do not serve this purpose, 
are subject to misinterpretation, and are not 
recommended as a substitute for the personal 
interview. For the full fruition of this form 
of preventive medicine the man examined 
must act on the advice, his personal physician 
or consultant must know the pertinent find- 
ings which suggest further medical attention 
or treatment. 

The examination cannot reliably forecast 
the future development of disease. Neither 
the physician nor the person receiving the 
health interview should disregard the inher- 
ent limitations of the examination. Negative 
findings may be replaced by positive find- 
ings the week after the examination. An ef- 
fective periodic examination program re- 
quires that the persons coneerned report 
signs or symptoms of illness immediately and 
without regard to the time of the last pre- 
vious interview with the physician, 

Labor statistics show that the average em- 
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ployee in the United States is absent from 
his job twelve days each year because of ill- 
ness. An adequate industrial health program 
in many industries has reduced illness ab- 


sences approximately fifty per cent. While 


adequate examinations cost money, the 
returns in dollars are quite apparent. Experi- 
ence has shown that whenever industry has 
had an adequate medical program it is un- 
likely to discontinue what it has found to be 
a great asset to the health, happiness and 
efficiency of its personnel. 


THE EVALUATION OF THE GALLIE 
FASCIA LATA REPAIR OF 
DIFFICULT HERNIAS 
EpMUND G. Latrp, M. 1D.* 
Wilmington, Del. 

The use of foreign material to aid in the 
iepair of diffieult hernias goes back as far as 
about 1900 when Wetzel and Goepel in CGer- 
inany used silver wire filigree. 

According to H. B. Sweetser', this was 
iOllowed in this country by Willy Myer 
Wiener of New York and Perry of Massachu- 
‘etts. In 1917 Sweetser reported two of his 
own cases with satisfactory results, and P. P. 
(C‘ole*, reported seven more in 1924. The 
use Of artificial ‘‘prostheses’’ found little 
veneral favor, however, until Koontz in 
1948°, began using tantalum gauze mesh for 
recurrent ventral hernias with defective 
structures. In the same author re- 
ported 134 cases of ventral and inguinal her- 
nias repaired with the aid of tantalum mesh 
with only one recurrence, some of the cases 
having been followed for four vears or more. 

Since his first report, various and sundry 
materials have been used—some with good 
and some with bad results. For example 
MeNealy and Glassman®’, used vitallium 
plates; Jones®, used stainless steel eloth; 
Bonnal, Corti and Bimar’, tried nylon 
net while other materials such as flexible 
vlass mesh, knitted wire mesh, preserved ox 
fascia and polythene (cellophane) have been 
tried. 

Of all the foreign materials emploved, it 
appears that stainless steel cloth (mesh) and 
tantalum gauve mesh have been found the 
most satisfactory and the reports in the liter- 
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ature of the past two or three years have be- 
come too numerous to discuss at this time. 

Having been in the habit of using the liv- 
ing fascia lata strips as advocated by Gallic 
and Le Mesurier in 1922°, L noted with 
particular attention several cases in our hos- 
pitals in which the wire or tantalum mesh 
had been used with unhappy results, so that 
1 eventually undertook to look up the re- 
sults in the cases | could collect in which the 
(iallie repair had been employed. 

The results were so good and the number 
of surgeons using this technique were so few 
that I decided to look up the reported re- 
sults of both methods in the hope of stimu- 
lating a renewed interest in a tried and 
proven method of handling the difficult 
hernias in which the musculo-fascial strue- 
tures were Inadequate to expect success with 
the usual methods. 

To my surprise I found that the end re- 
sults with both techniques have been almost 
equally good and | would show preference 
for the Gallie-Le Mesurier operation only be- 
cause it seems more physiological and causes 
less post-operative discomfort and complica- 
tions. The only two drawbacks to the living 
fascia sutures seems to be their somewhat 
vreater susceptibility to infection and the 
time consumed to perform the operation. The 
disability to the thigh from which the sutures 
are taken seldom, if ever, Causes any patient 
enough discomfort to warrant its considera- 
tion in comparing these two techniques, and 
the time of operation can be cut down to only 
a littl more than that required for an or- 
dinary difficult repair if the use of two 
teams working simultaneously, as advocated 
hy Coley and Burke®, can be effected. 

Personally, | arrange to have a seeond sur- 
veon procure the fascial strips and fashion 
them into sutures in small Gallie-type needles 
while [am performing the ground-work of 
the hernial repair. 

Giallie, Le Mesurier and Masson have em- 
phasized that a hernial repair dependent on 
fibrous or sear tissue can be expected to fail 
heeause of the stretehing tendencies of sear 
tissue as compared with fascial and tendinous 
structures. The excellent results obtained of 
late with the wire mesh, which, after the usual 
fragmentation of the filaments at the end of 
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nine months, are essentially repairs with sear 
tissue, would tend to disprove the above tenets 
of Galle et al, but I cannot help but believe 
that the long term follow-ups of the tantalum 
mesh repairs will show a greater tendency to 
recurrence than has been evineed in the litera- 
ture to date. In any event, we are seeing an 
appreciably, though small, number of cases 
in this area in which the repairs have failed 
or the foreign material has had to be. re- 
moved. Most of these unsatisfactory cases 
have been those with glass mesh prostheses. 

As for infections with the Gallie technique, 
I have had only one and that was a delayed 
one of low virulence which did not affect a 
eure and which has been followed eleven 
years. In this case (see below), the patient's 
musculotaseial structures of the abdominal 
wall could not even be approximated and the 
result was obteined by a woven latticework 
of fascia lata strips. Other authors have also 
had similar experiences in infected cases. 

‘or the reader’s benefit [| will give some 
of the reported end results of the faseia lata 
and tantalum or stainless steel mesh teeh- 
niques, 

The following tables are not meant to be too 
accurate, in that details regarding the types 
of hernias and the average length of follow- 
up are not given. The longest period during 
which any individual patient in the series 
was followed is stated in the final column. 
Qn the whole, this presentation is as fair for 
one group as another, but it is evident that 
a tendency has existed to reserve the fasela 
lata repairs for the extreme and many-times 
recurrent cases as opposed employing them 
as a more routine procedure with all direct 
inguinal or ventral hernias. The latter has 
been favored by some authors reporting on 
the use of wire mesh. 

The technique whieh have employed is 
the tyvpieal Gallie-Le Mesurier type. Rather 
than fix the fascial strips with catgut, how- 
ever, | have used silk exclusively. The sutures 
are locked by transtixing or knotting at fre- 
quent points to prevent motion or slipping, 
and the weaving extends widely from the ap- 
proximated fascial margins so as to ineorpo- 
rate firm fascial structures or tissues on all 
sides. 


The amount of fascia used should be plen- 
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Steel Mesh Repairs: 
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lailures 


Author Date No. of Cases Types of Hernia Follow-up 
Kootz’ 1948 ventral 0) lle yrs. 
Koontz! 134 ventral 4 
and inguinal 
Eginton” 1951S 9 ventral 0 
Flynn etal? 1951 ventral 
(iuy et 1951 42 ventral, umbilical 0 
and inguinal 
incisional 
inguinal 
Fascia Lata Repairs: 
Author Date No. of Cases Types of Hernia l’ailures lollow-up 
(iallie et al? 1922 a0 recurrent ventral 0 
and inguinal 
Gallie et al? 1924 60 recurrent inguinal () 
Gallie et al’ ‘recurrent inguinal 6 
and ventral 
Smith and 1940 8D incisional, epigastric 
Masson'” (62 follow-ups) and umbilical 
McCloskey 1940 82 inguinal 
et 
Morse et 1943 11 ventral 0) 
lason=: 1943 80 ‘‘large herniae’’ 4 
Austin et al 1951 11 ventral and 0 ee 
umbilical 
Laird 1952 12 ventral, lumbar () 4 


and inguinal 


titul and any immediate post-operative full- 
ness or thickness soon becomes inconspicuous, 
and the patient experiences no more post-op- 
erative discomtort than with any simple re- 
pair of commensurate size. 

Infection has been no problem and the sin- 
gle instance encountered did not impair the 
result of one of my most difficult cases. 

As opposed to the ‘‘work-hardening’’ and 
fragmentation seen when tantalum gauze 1s 
employed, the final repair is of unyielding 
fascial tissue rather than of sear or fibrous 
tissue, so that gradual stretehing would not 
be expected. 

The number of cases presented is small but 
the results would seem to warrant the em- 
ployment of this technique in the more dif- 
ficult cases where recurrence is to be ex- 


pected. 


Summary of Cases 

An appraisal of the repair of difficult cases 
of epigastric, incisional, inguinal and lumbar 
hernias with Gallie living fascia sutures has 
been attempted. The end results have been 
compared with those reported with the use 
of wire mesh and other ‘* prostheses.’’ Twelve 
cases Without a single recurrence are reported. 


Case 1, Mrs. A. diS., 48 yrs. In 1924, the patient 
underwent a pelvic operation through a low mid- 
line incision. She developed an incisional hernia 
before leaving the hospital. Five years later, the 
hernia was repaired followed by a recurrence in 
three months. In 1932 she suffered a partial in- 
testinal obstruction which was relieved without 
operation. On February 23, 1941 she again became 
partially obstructed, 

Examination on March 6, 1941 showed an obese 
woman with a hernia below the umbilicus just 
to the right of the mid-line through which pro- 
jected a large mass of intestines. The margins of 
the defect were widely separated and indistinct. 

Operation (October 2, 1941): Patient had _ re- 


duced forty pounds. There was a wide loss of the 
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fascia of the right rectus so that only the upper 
and lower margins could be approximated, Using 
strips of fascia from the thigh, the defect was 
closed by weaving with fascial sutures following 
the Gallie technique. The patient developed a 
post-operative pneumonia and a low-grade wound 
infection, A hemolytic Staphylococcus aureus and 
Streptococcus fecalis were obtained on culture. 
She was discharged on October 27, 1941 with a 
draining wound, On November 22, 1941 the wound 
was opened superficially and packed after re- 
moving a strip of necrotic fascia. Drainage per- 
sisted and on January 26, 1942 the wound was 
explored again. The fascia was intact and firm 
but a subcutaneous pocket was found to be lined 
with boggy, unhealthy granulation tissue. This 
was laid open and packed. Healing was slow but 
finally complete by June 6, 1942, The .closure re- 
mained firm. 

On July 13, 1950 the patient became obstructed 
following an acute attack of diarrhea while visit- 
ing in Mexico. She was flown home and the ob- 
struction was relieved promptly by means of a 
Miller-Abbott tube. 

On November 27, 1950, a check examination re- 
vealed a firm repair. The patient had been per- 
forming all her normal activities without the aid 
of any binder, corset or external support, and is 
personally known to have remained well up to 
the present time, a period of ten years and four 
months. 

Case 2, Mr. k. DeR., 38 yrs. His past health had 
been good except for recurrent diverticulitis of 
the colon and paralytic poliomyelitis resulting in 
paralysis and shortening of the left leg. 

In 1937 a right inguinal hernia was discovered 
and repaired in Buffalo, N. Y. The hernia re- 
curred and in 1939 another surgeon repaired the 
hernia, supposedly with living fascial strips from 
the thigh. Shortly thereafter he lifted his wife 
into a car and developed an acute recurrence with 
sudden pain and protrusion in the inguinal re- 
gion, 

Examination on December 8, 1949, revealed a 
definite herniation with a protrusion extending 
into the upper part of the scrotum. The defect 
readily admitted a man’s thumb. 

Operation (January 27, 1950): The hernia was 
repaired for the third time. Strips of fascia lata 
were used according to the Gallie technique to 
reinforce by weaving the attenuated conjoint 
tendon and rectus fascia to Poupart’s ligament 
and also the attentuated fascia of the external 
oblique to Poupart’'s ligament. 

The post-operative course was uneventful and 
the patient was discharged on the fifteenth post- 
operative day. 

A follow-up examination on October 16, 1952, 
showed a firm repair. The patient was perform- 
ing all his normal activities without limitations, 
and was eminently pleased. 

Case 3. Mr. FE. G., 45 yrs. This patient had a 
right inguinal hernia which had been repaired 
on two occasions, March 19, 1952 and February 
16, 1944, with prompt recurrences. Otherwise, 
his past health had been good. Twenty-four hours 
before being seen he became completely obstruct- 
ed by strangulation of the hernia. 

Examination on May 12, 1951, showed a large 
scrotal hernia on the right with a definite stran- 
gulation of the contents of the sac, with vomit- 
ing, prostration and cramp; abdominal pains. 

Operation (May 12, 1951): Undertaken as an 
emergency procedure, the operation revealed 
that the tremendous hernial sac contained the 
cecum and a portion of the terminal ileum. These 
were discolored and bordering on gangrene. The 
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circulation returned after releasing the constric- 
tion and the hernia was repaired according to 
the Gallie technique, weaving the conjoint tendon 
and margin of the rectus sheath to Poupart’s 
ligament with living fascial strips from the thigh. 
The medial margin of the fascia of the externa! 
oblique was likewise attached to the inguinal! 
ligament wtih fascial strips. The cord was trans- 
planted according to the Halsted procedure for 
direct herniae, 

The patient was discharged on May 27, 1951 
without further complications but it was found 
that the patient had an indirect hernia and a 
spermatocele on the left side. This was subse- 
quently repaired by the Halsted method without 
fascial strips on August 4, 1951 following a par- 
tial strangulation which could be reduced prior 
to operation. 

Follow-up examination on October 30, 1952 re- 
vealed a firm repair on both sides and the patient 
was able to perform hard manual labor without 
artificial support or disability. 

Case 4. Mrs. E. S., 46 yrs. This patient was an 
obese woman who had had a total hysterectomy 
performed through a low mid-line incision on 
March 7, 1951. Immediately after her return 
home she noticed a swelling of her wound which 
gradually increased in size until it approached 
the size of a honey-dew melon. 

Examination on September 10, 1951 showed a 
very obese woman with an incisional hernia of 
tremendous proportions as described above. The 
margins of the defect were well outlined but 
markedly separated. 

Operation (September 17, 1951): The hernia 
was repaired in the usual manner approximating 
the fascial edges with interrupted black silk su- 
tures under considerable tension. The suture line 
was reinforced by weaving fascial strips from the 
thigh over the line of suture, the strips being at- 
tached on either side in good firm fascia of the 
rectus sheath. 

She made an uneventful recovery and a follow- 
up examination on October 16, 1952 showed a 
solid repair, permitting her to resume any de- 
sired occupation without external support. A 
tiny (1 cm.) umbilical protrusion was found of 
which she was unaware. I doubt that this had 
any connection with the repair and | consider 
this probably to be an “incidental finding.” Any- 
how, no further surgery was indicated. 

Case 5. Mrs. M. J., 55 yrs. This patient gave a 
history of an appendectomy in 1938 (right rectus 
incision); a supravaginal hysterectomy for uterine 
fibroids in 1942; and a left nephrotomy for renal 
stones in 1947. One year after her kidney opera- 
tion, she noticed a painful bulge in the incision 
in the left lumbar region which gradually in- 
creased in size and in the degree of discomfort. 

Examination on May 13, 1950 showed an obese 
woman with a large protuberant abdomen. A low 
right paramedian and a low mid-line incision 
showed firm healing, but there was a poorly de- 
lineated bulge or weakness along the line of the 
left lumbar incision. There was a definite her- 
niation at the lower portion of the lumbar tri- 
angle which was tender to palpation. This evinced 
an impulse on coughing. The patient’s threshold 
for pain was quite reduced. 

Operation (May 22, 1950): The obvious defect 
was found to be at the lowermost portion of the 
lumbar triangle, resulting from a separation of 
the external oblique muscle fibres and the lumbo- 
dorsal fascia near the origin of the muscle from 
the fascia. The superior lumbar triangle appear- 
ed reasonably firm. The margins of the herni- 
ation were very indstinct and the muscles them- 
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selves (external and internal oblique) seemed 
flaccid and attenuated. No true sac from the 
peritoneum was found, although the latter was 
opened. The fascial and muscular defects were 
closed with silk sutures as firmly as_ possible, 
following which fascial strips from the thigh 
were woven over a broad area in the region of 
the former protrusion, being attached in firm 
structures remote from the underlying line of 
sutures. The superior lumber triangle was also 
reinforced with fascia sutures, 

The patient was discharged on the fourteenth 
post-operative day without complications. 

Follow-up examination on August 25, 1950, 
showed a very satisfactory result and a complete 
relief of pain although there was a diffuse full- 
ness of the whole left flank anteriorly as com- 
pared with the right side. This had been pres- 
ent before operation and suggested injury to the 
12th intercostal nerve. Diminished cutaneous 
sensation over the distribution of T-12 also sug- 
gested this and the patient stated that this had 
been present following the original operation. 

A check on October 17, 1952, showed the con- 
dition unchanged and the patient able to per- 
form all duties without discomfort. The diffuse 
bulge persisted due to the obvious damage to the 
anterior branch of the 12th intercostal nerve. 

Case 6. Mrs. C. D., 45 yrs. This patient was 
admitted in January 1952 with symptoms of in- 
testinal obstruction of several days’ duration. 
Twelve vears previously sne had had a Caesarian 
section and an appendectomy. Shortly § after- 
wards she developed an incisional hernia and 
pains simulating gall-bladder disease. In  De- 
cember 1951, a cholecvystogram was normal. 

Examination revealed a hernia through a right 
rectus incision with a large protrusion of. in- 
testine. 

Operation (February 5, 1952): loculated 
hernial sac was found containing many loops of 
intestine. There were numerous fascial defects 
and strong, reliable fascia was encountered 15 
cm. from the mid-line. The attenuated fascia was 
removed and a two-layer closure accomplished 
with silk sutures, This was reinforced with 
about ten strips of woven fascia lata. 

The post-operative course was uneventful and 
she was discharged on February 17, 1952, show- 
ing a sound repair. The patient has failed to 
respond to any correspondence since that date. 

Case 7. Mr. A. H., 59 vrs. The patient had had 
some form of repair of an inguinal hernia, right, 
seven years previously, at which time fascia had 
been taken from the thigh to aid in the repair. 
Two years later a recurrence was noted and he 
wore a sacro-iliac belt when he worked, to relieve 
a “feeling of weakness” in the inguinal region. 

Among other complaints were varicose veins 
and a chronic prepatella bursitis. 

Examination on February 14, 1952, revealed 
a large, recurrent, indrect inguinal hernia on the 
right side with an equally large, indirect in- 
guinal hernia on the left side. The fascial struc- 
tures on both sides were relaxed and bulging, in- 
dicating poor quality of the external and internal 
oblique muscles and fascia. There was also a 
marked dilatation of the greater saphenous veins 
of the right leg with edema of the right leg, and 
a chronic prepatella bursitis, left. 

Operation (March 14, 1952): Both herniae were 
repaired in one stage according to the Gallie 
technique, reinforcing the attachment of the con- 
joint tendon and the inguinal ligament with 
woven fascial strips, and subsequently reinforc- 
ing the fascial repair with the same material. 

The post-operative course was unremarkable 
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and in six weeks the patient resumed his occu- 
pation as a gardener without local support. 

Follow-up on October 21, 1952, showed firm 
healing of both herniae and the patient able to 
do any kind of work. He had developed symp- 
toms of a herniated intervertebral disk, however, 
and was referred to an neurosurgeon. 

Case 8 Mr. E. R., 55 yrs. This laborer on the 
state roads was first seen on May 18, 1946, com- 
plaining of pain in a large, right-sided, scrotal 
hernia. He had had an appendectomy twenty 
Vvears previously and there was an incisional scar 
just above the protrusion. He had become very 
obese and at first it was hard to determine wheth- 
er the herniation came from the previous incision 
as well as from the inguinal ring or not. Reduc- 
tion could be maintained with great difficulty. 
He also had a severe post-phlebitic ulcer on the 
left leg, for which he wore a laced harness ex- 
tending from the ankle to the left groin. 

After having reduced twenty-five pounds, on 
June 4, 1946, a Halsted type repair of the huge 
indirect inguinal hernia was performed and the 
patient returned to strenuous labor on the roads. 
Three years later he returned with a small, pain- 
ful recurrence and a marked increase in weight 
(21% Ibs.). 

Operation (September 18, 1951): The hernia 
Was again repaired as before, except that the 
repair was reinforced with fascial strips accord- 
ing to the Gallie technique. 

The post-operative course was uneventful and 
the patient resumed his occupation in eight 
weeks. On October 30, 1951, the left greater and 
lesser saphenous veins were ligated with great 
benefit. 

Follow-up on April 8, 1952, showed a firm re- 
pair, the patient having continued in his former 
occupation, 

Case 9. Mrs. FE. A., 68 yrs. This obese woman 
had had an umbilical hernia repaired with a 
prompt recurrence. second repair was per- 
formed by the same surgeon approximately three 
vears later at which time some _ incarcerated 
bowel was penetrated and the repair broke down 
before the patient left the hospital, presumably 
because of infection. Since that time she had 
worn a belt with reasonable comfort. 

Two days before admission on June 17, 1952, 
she developed symptoms of intestinal obstruction 
and was brought to the hospital in a state of 
shock. She recovered on conservative treatment, 

Examination revealed a large, loculated, irre- 
ducible hernia just above the umbilicus with a 
narrow neck measuring one and one-half inches 
in diameter. Several loops of intestine could be 
seen and felt in the sac. 

Operation (June 20, 1952): Two large loops of 
ileum were found entangled in a multi-loculated 
sac and firmly adherent to the same with fibrous 
adhesions. These were freed up and the sac 
and attenuated fascia were excised. Healthy 
fascia was then united in a three-layer closure 
with black silk. The whole suture line was then 
woven with strips of living fascia taken from 
the left thigh. 

Immediately following operation the patient 
again went into a nearly fatal shock which was 
treated by blood transfusions and Cortisone, It 
was recognized then that she probably had adre- 
nal insufficiency which had caused the initial 
shock, which had been out of proportion to the 
degree of intestinal obstruction present on = ad- 
mission. 

Her subsequent recovery was unremarkable ex- 
cept for an accumulation of sterile sero-sangren- 
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ous fluid in the wound, which was removed by 
aspiration. 

She was last seen on August 26, 1952, with a 
firmiv healed wound, performing all her duties 
without the aid of any form of external support. 
The patient was uncooperative and further fol- 
low-up was abandoned but information received 
in October 1952 disclosed that no recurrence had 
occurred, and that the patient was very well. 

Case 10. Mr. L. U., 45 vrs. This patient was a 
husky male who had been treated for peptic ulcer 
for three vears without relief of epigastric dis- 
tress and without visualization of the ulcer ro- 
entgenologically, 

When first seen on June 25, 1952, the patient 
was critically ill with a completely rigid, board- 
like abdomen, having been suddenly stricken 
with acute upper abdominal pain eleven hours 
previously. The pains had rapidly spread over 
the entire abdomen. 

A diagnosis of ruptured peptic ulcer was made 
and an immediate mid-line epigastric incision was 
made, The stomach and duodenum were normal! 
but a ruptured, gangrenous appendix was re- 
moved, 

A partial wound dehiscence occurred on the 
eighth post-operative day and when seen on Sep- 
tember 15, 1952, a poorly defined, but large in- 
cisional hernia was present, 

Operation (September 30, 1952): The redun- 
dant paritoneal protrusion was excised and a 
three-layer closure under extreme tension was 
performed with black silk sutures. The whole 
length of the repair was then woven with strips 
of living fascia from the thigh. In spite of the 
brief length of time between operations, the 
wound healed without infection, 

Follow-up examination on November 7, 1952, 
revealed an excellent, firm repair and the patient 
had returned to full activity. A complete cure is 
expected at the time of writing this report, al- 
though too little time has elapsed to make any 
too positive statement. 

Case 11. Mr. W.S., 42 yrs. This patient worked 
for an Express Company, carrying packages of 
every description. Ten years previously he had 
a right, indjrect, inguinal hernia which was 
operated upon with prompt recurrence. He pro- 
cured a truss which he wore until December 26. 
1950, when he was first examined. 

Several days before this date, while sitting at 
home, he developed sudden epigastric pain and 
noticed a small knot in the epigastrium which 
became increasingly tender. 

Examination on December 26, 1950, disclosed 
a tender protrusion in the mid-line above the um. 
bilicus, a large, right-sided, direct inguinal her- 
nia and a smaller, direct, inguinal hernia, on 
the left. 

Operation (January 4, 1951): The epigastric 
and the left, direct, inguinal hernias were repair- 
ed with black silk sutures. On January 12, 1952, 
the right, recurrent, inguinal hernia was repaired 
and was found to be indirect instead of direct 
as had been believed prior to operation. Gallie 
living fascia sutures were used in the usual man- 
ner to effect a Halsted-tvpe repair. 

Follow-up on November 8, 1952, revealed a com- 
pletely satisfactory result in all three locations. 
The patient had resumed his occupation with the 
Express Company. 

Case 12. Mr. L. N., 58 vrs. This car repairman 
had had a bilateral inguinal hernia. Some years 
previously the right side was repaired with a 
small recurrence. Three years ago the left side 
was repaired by another surgeon with satisfac- 
tory results. Two days before examination the 
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patient underwent a transurethral resection for 
prostatic hypertrophy. 

Examination on October 16, 1952, revealed a 
small, direct, recurrent, inguinal hernia on the 
right and a firm repair on the left side. 

Operation (October 28, 1952): The fascial struc- 
tures were so attenuated and shredded that no 
relaxing incisions of the anterior rectus sheath 
were deemed advisable, A Halsted-type repair 
of a direct hernia was performed, weaving the 
area between the rectus sheath and the inguinal! 
ligament with numerous fascial sutures from the 
thigh. 

When last seen on December 1, 1952, a good, 
firm repair was noted, The patient was to re- 
turn to work in two weeks. 
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PROBABLE LEUKEMOID REACTION 
ASSOCIATED WITH 
GASTRIC NEOPLASM 

Ropert L. Weerrz, M. D.,* 
and 
RicHarp J. Courer, M. D.** 
Wilmington, Del. 


Leukemoid reactions, although uncommon, 
may oecur in a variety of diseases such as 
various acute and chronie infections, severe 
hemorrhage, hemolytic anemias, poisonings, 
Hodgkin’s granuloma, and tumors.' Sinee 
the blood and bone marrow pictures may be 
indistinguishable from leukemia, the differen- 
tial diagnosis may be extremely perplexing. 

The following case illustrating this differ- 
ential diagnostic difficulty is submitted here- 
with to add to the few reported cases of 
leukemoid reactions associated with neo- 
plasm.2) #45. % 11 

Case Revorr 

J. B., a 64 vr. old colored male was first 
seen in the Medieal Clinie of the Delaware 
Hospital, Case No. 194334, in July, 1952, for 
puffiness of his legs, vomiting, and vague ab- 
dominal pains of about one month's duration. 
The patient stated he could not eat or drink 
moderate quantities of food at one sitting 
since this produces vomiting. 

The principle finding on physical exam- 
ination was a firm, left upper quadrant mass 
extending four fingers below the left costal 
cage, and which was thought by the exam- 
iner to be spleen. A firm, smooth liver edge 
was also palpable about one finger breadth be- 
low the right costal margin. 

A blood count revealed slightly hypo- 
chromic anemia with 3,200,000 erythrocytes 
per cu. mm. and a hemoglobin of 8.1 gm. 
(527). The leukoeyte count was 30,600 with 
polvs seg. 63% ; poly non seg 16% ; Impho- 
cytes 17; monocytes 2; eosinophiles 1; and 
basophiles 1. The total serum protein was 
6.48 om./100 ce. The blood Mazzini was neg- 
ative, and a urinalysis was negative except 
for plus one albumin. 

A sternal bone marrow aspiration revealed 
a marked increase in the metamyelocytes and 
band forms. Erythopoiesis was present but 
proportionately decreased, with a erythroid- 
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myeloid ratio of 1 to 4. Megakaryoeytes were 
seen in apparently normal proportion and ap- 
pearance. Conclusion: ‘* Bone marrow find- 
ings equally consistent with leukemoid reae- 
tion or chromic granuloeytie leukemia.” 


Kia. 1 


Bone marrow, showing myeloid hyperplasia. 


ln the meanwhile, a gastrointestinal series 
was done, revealing involvement of almost the 
entire stomach by an infiltrating lesion pro- 
ducing numerous irregular filling defeets in 
the cardia, both curvatures and the prepylor- 
i¢ region. The impression was that of neo- 
plasm of the stomach. 

A few days later the patient was admitted 
to the Delaware Hospital because of coffee- 
vround emesis. 

Physical examination revealed thin, 
chronically ill Negro male with the same phy- 
sieal findings as before. After admission he 
continued to vomit coffee-ground fluid) with 
some bright red blood. Also, he had numer- 
ous grossly bloody stools. Blood pressure was 
maintained by transfusions of whole blood. 
The vist rointestina| bleeding subsided in 4s 
to 72 hours. 

Admission Laboratory Studies: Hemogram : 
RBC, 1,900,000; 64 (41%); WBC, 
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54,200; Polys Seg., 48; Polys Non-seg., 44; 
Lymphs, 6; Monos, 2; Venous platelet count, 
148,000, 


2 


Gl series, showing filling defect of stomach.. 


BUN, 10 me/100ce; Serum urie acid, 6.7 
mg 100 ce; Serum phosphorus, 5.6 mgm- 
/100ce¢; Prothrombin time, 95% ; Bleeding 
time, 1 min, 20 sec.; Coagulation time, 3 min- 
utes, 

During the subsequent month of hospital- 
ization the RBC and Hemoglobin were main- 
tained at normal or near normal levels by 
transfusions of whole blood, and the leukocyte 
count ranged between 49,600 and 78,000. 
(Table 1) 

Because of the x-ray evidence of an intrin- 
sic lesion of the stomach, it was deeided that 
exploratory laparotomy would be performed 
in order to obtain a biopsy and to ascertain 
whether the stomach was involved with ear- 
cinomatous or lymphomatous infiltration. 

At surgery the liver and spleen were found 
to be grossly normal. The stomach was bound 
to the interior surface of the left lobe of the 
liver, and contained a large tumor, approxi- 
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mately ten centimeters in diameter, which 
was quite firm and was felt to be carcinoma 
of the stomach. There were numerous appar- 
ently metastatic nodules in the omentum. 
Two of these were removed and the abdomen 
was closed. No biopsy of the primary mass 
was taken. Microscopic examination of the 
nodules revealed them to be lymph nodes 
showing reactive hyperplasia. (S52-25931) 


TABLE | 
BLoop CouNTS 
RBC Hgb. WBC Polvys. Polys. 
(mill (Gm.) (per. cu. Seg. Non-Seg. 
/cu.mm) (%) (%) 

7/10/02 3.2 8.1 30,600 63 16 
T/17/92 26 7.2 45,600 69 21 
7/30/52 19 £464 54,200 48 44 
/ 3.0 10.1) 78,000 61 36 
8/11/52 3.4 12.9 49,600 76 20 
8/18/52) 4.0 12.4 59,500 79 17 
8/25/52 3.6 11,9 67,400 28 70 
9/ 4/52 42 14.0 35,100 45 50 
9/18/52 4.3 14.7 42,600 43 50 
9/30/52 8.1 
10/ 2/52 7.0 
3.4 12000 71 18 


With the possibility in mind that this gas- 
tric lesion might be a lymphoma, sarcoma, or 
leukemic infiltration, a trial course of x-ray 
to the gastric region was given (tumor dose 
of 1000 roentgens over fourteen days). There 


‘Was no symptomatic improvement and a re- 


peat gastrointestinal series showed no regres- 
sion of the gastric lesion. Therefore, it was 
coneluded that the patient probably had ad- 
vanced carcinoma of the stomach with a leuke- 
moid reaction, and was discharged from the 
hospital in August, 1952 to spend the remain- 
ing davs of his life with his tamily, and to 
return as an outpatient at intervals for blood 
transfusions. 

He was brought back in November, 1952 
unconscious, pulseless and with Cheyne-Stokes 
respirations. He was given blood, oxygen 
and stimulants, but expired 12 hours later. 
Autopsy permission was not obtained. A 
blood eount just prior to death showed 72,000 
white blood cells per cu. mm. 

DISCUSSION 

Krom the blood and bone marrow findings 
the diagnostic possibilities were considered to 
be as follows: 
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(1) Chronic granulocytic leukemia 

(2) Gastrie carcinoma with leukemoid re- 
action 

(3) Chronie granulocytic leukemia coinei- 
dent with gastrie carcinoma 

(4) Leukemie infiltration of the stomach 

In favor of (1) were the inereasing leuko- 
eytosis and the rise in per cent of immature 
forms. It was difficult to reconcile the lack 
of blast forms although in this regard Cus- 
ter’ said, ‘‘Granulocytic leukemia is the no- 
torious faker of the group, frequently exist- 
ing in its chronic form with a hyperleukoey- 
tosis and slight immaturity of granulocytes 
as the only evidence.”’ 

The persistence of platelets as well as the 
slight increase in blood phosphorus and urie 
acid were of equivocal value. The platelets 
often persist and may even increase until the 
terminal stages of a chronic granulocytic leu- 
kemia. The slightly high urie acid and biood 
phosphorus were interpreted as a manifesta- 
tion of cellular hyperplasia and = consistent 
with all four possibilities. 

Possibilities (3) and (4) are considered 
highly improbable. Possibility (3); coexist- 
ence of a gastric neoplasm and leukemia, gains 
only slight support from Moore® who states 
that a person with one cancer is six times 
more apt to develop a seeond eancer than 
would be expected by chance alone. 

Possibility (4) of leukemic infiltration of 
the stomach would be rare and even more un- 
likely in the absence of significant splenic, 
hepatic or lymph node enlargement. Al- 
though several such cases have been reported 
with lymphatic leukemia‘ it is unlikely as a 
manifestation of myeloid leukemia. 

The second possibility of gastrie careinoma 
with leukemoid reaction was advanced by 
vastric bleeding, next by x-ray evidence and 
lastly laparotomy and gross interpretation of 
a gastric neoplasm. 

Most writers on this subject postulate 
hemorrhage from the neoplasm or bone mar- 
row metastasis as a stimulant for the leuko- 
eytosis. In this connection Wintrobe® states, 
‘*‘Severe hemorrhage may be followed by 
marked leukocytosis of the myeloid type.’’ 
(Custer! agrees with the following statement, 
‘‘Severe hemorrhage is sometimes followed by 
neutrophilia, leukoeytosis attaining heights 
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of 90,000-75,000 per cu. mm. as a result of 
diffuse and rapid bone marrow hyperplasia. 

A few cases of malignaney have been re- 
ported in which a leukemoid reaction was 
manifested without evidence of severe bleed- 
ing or bone marrow metastasis. 

Morrison® says that a leukoeytosis occurs 

in about 2/3 of patients with eaneer. 
Sturgis'’ is in agreement with the above and 
wdds that the leukocytosis is associated with 
an inerease in band forms in 85% 
-Meyver & Rotter’! report two eases of 
adenocarcinoma of the stomach, unassoeiated 
with bone metastases, and each showing a 
leukemoid picture, myeloid in type. 

The case here presented was considered 
similar to the last two above and like them 
displaved no apparent bone metastases. The 
leuk oecytosis may have been a result of 
hemorrhage or of the gastric neoplasm. 

SUMMARY 

A case of marked leukocytosis associated 
with a gastric tumor is herein reported for 
discussion of the differential diagnosis, which 
appears to lie between (1) chronie granu- 
locytic leukemia and (2) carcinoma of the 
stomach with leukemoid reaction. The evi- 
dence accumulated in this ease favors the lat- 
ter possibility. 
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CARCINOMA OF THE ESOPHAGUS 


A Case of Double Primary Carcinoma of 
the Gastro-intestinal Tract 
JoserpH A. ArmiInio, M. 


Wilmington, Del. 
Carcinoma of the esophagus is a relatively 


rare disease but not uncommon. Its treatment 
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has changed radically in the past ten vears 
and hopes are high that the cure rate will 
continue to inerease although some factors 
still need further extension and exploitation. 

Krom January, 1946 to September, 1952 at 
the Delaware Hospital, where 59,495 adult 
patients had been admitted, the diagnosis of 
carcinoma of the esophagus had been made 
fifteen times. In this group are ineluded 
only cases of epidermoid carcinoma arising in 
the esophagus, excluding cases of cardia of 
the stomach with extension into the esophagus 
and extrinsic carcinoma of the lung extend- 
ing into it. No ease of careinoma of the 
esophagus was found in children; thus, they 
were excluded from this study. Consequent- 
ly, a percentage of 0.025% of the admissions 
had a carcinoma of the esophagus. In con- 
trast, during this same period 94 cases of 
carcinoma of the stomach and 110 cases of 
carcinoma of the rectum were diagnosed, a 
percentage of 0.16% and 0.18% respective- 
lv. Table I shows the incidence per year of 
these three forementioned carcinomas. 


TABLE 1 


Cases of Casesof Cases 
Adult Ca of Ca of of Ca 
Year Admissions Esophagus Stomach of Rectum 


1946 7,043 () 
1947 7,873 l 
1948 8,310 3 
1949 8,716 3 
1950 9,241 
195) 9,989 
1952 7,723 

In this series of 15 eases all were male and 
their age varied from the voungest of 52 to 
the oldest of 86 vears, an average of 64.4 
years. The patients were predominently in 
their sixth and seventh decades. Merendino 
and Mark! found carcinoma of the esophagus 
in the ratio of 11.5 males to 1 female. Wu and 
Loucks? presented a ratio of 13 to 1 but their 
series also included eardia of the stomach 
carcinoma, The American Cancer Society in 
their Ntatistices on Cancer® for the United 
States in the vear 1946 had a total number 
of carcinoma deaths to be 182,005. 3,307 of 
these deaths were due to carcinoma of the 
esophagus, a percentage of L&%. Of these, 
2 629 were male and 678 were female, a ratio 
of 3.87 to I. 

The predominant complaint that urges the 
patient to consult his physician is dysphagia. 
This can range from difficulty in swallowing 
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solid food to inability to drink liquids. 
Dysphagia was evident in 12 of the 15 pa- 
tients, a SO% find. In the Merendino and 
Mark' series, dysphagia was present in 91.8% 
Other significant symptoms 
which the 15 patients presented were as fol- 
lows: 6 experienced substernal and back 
pain, 2 complained of fatigue, 6 had _ lost 
weight, 1 felt vague abdominal distress, 1 
had melena, and 2 had hemoptysis. Most of 
the patients presented more than one of these 
symptoms. 


of the cases. 


The duration of the above mentioned symp- 
toms ranged from 4 weeks to 1 year, an aver- 
age of 17.2 weeks. The longer the duration 
the poorer is the prognosis. This is well il- 
lustrated in this series of 15 patients where 
the only case to be free of distant disease at 
the time of resection is the case to be present- 
ed in which the length of symptoms was the 
shortest—4 weeks. 

The diagnosis was established in 9 cases by 
barium swallow and confirmed in 9 cases by 
biopsy through esophagosecopy. In the re- 
maining cases, the diagnosis was made at 
autopsy or at exploration. The anatomical lo- 
cation of the lesion was in the upper third 
of the esophagus in 4 instances, in the mid- 
esophagus In 9 cases, and in the lower third 
of the esophagus im 2 cases. These figures 
coincide well with Merendino and Mark! ser- 
ies where in 99 cases the upper esophagus was 
involved 22 times, the middle esophagus 51 
times, and the lower third of the esophagus 
27 times. Of these 15 cases, 6 were deemed 
inoperable; 9 cases were explored; and of 
these, 3 cases were resected. Two of these re- 
sected cases died postoperatively within § five 
days and the third was discharged well. 
Thus, we see an operatability rate of 60%, a 
resectability rate of 33-1/3% and a mortality 
rate of 66-2/3%. (See Table 2.) The two 

TABLE Il 


Location of No. of Not Explored 

Ca of Esoph. Cases Explored Only Resected 
Upper One Third 4 

Middle One Third q 

Lower One Third 2 


patients that were resected and died post- 
operatively were only palliative attempts 
since both showed evidence of extension of 
their disease at the time of operation. The 
third case was without widespread disease and 
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this correlated well with the short duration 
of the symptoms and operative findings. This 
case is to be presented later in the paper in 
more detail. Wu and Loucks? presented 132 
eases of carcinoma of the esophagus in whieh 
90 cases were explored—an operatability rate 
of 68% ; and of these, 57 cases were resect- 
ed—a resectability rate of 63.3% in which 11 
cases died postoperatively, a postoperative 
death rate of 19.2%. The follow up period 
has been too short to determine the salvage 
rate in 3 to 5 years. Sweet mentioned in 
his series that during the past 12 vears of 
all cases seen, 85% were explored and 65% 
had a resection performed. Of those explor- 
ed 76% were operated upon successfully. Of 
the patients treated by resection and anasto- 
mosis, the operative mortality among those 
whose growth was in the lower esophagus or 
at the cardia was 11.6%. Among those whose 
tumor was in the mid-thoracic segment, the 
mortality was 24.3%. 

In a theoretical sense Merendino and 
Mark® showed that the theoretical curability 
of squamous cell carcinoma is about 34%, but 
when all factors are considered the potential 
D> vear cure rate is about 20.4%. Thus far 
these figures cannot be approached. Sweet* 
showed a rate of 17.5% in his five year cures 
of carcinoma of the esophagus in the lower 
third and cardia. In mid-thoracic lesions the 
survival rate dropped to only 49% in five 
vears. Thus much will have to be done to 
reach the potential rate of Merendino and 
Mark’. 

What are some of the factors that we as 
physicians can consider and utilize to bring 
up this cure rate? 

1. Karly awareness of obscure symptoms 
to prevent hopelessness later. 

2. More frequent use of barium swallow 
for patients complaining of dysphagia. 

3. Use of the esophoscope to confirm evi- 
dence found on barium swallow or for ob- 
scure symptoms of dysphagia not elucidated 
by barium swallow. 

What factors does this type of tumor in 
itself possess that renders it difficult to re- 
move? 

1. The esophageal wall is perforated by 
the carcinoma not infrequently at an early 
stage in its development, although suppura- 
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tive mediastinitis and fistulous communieca- 
tions with other viscera may not occur until 
later. The esophagus does not have the sero- 
sal coat which serves as an efficient barrier 
to perforations as in other organs of the low- 
er gastro-intestinal system. 

2. Esophageal carcinoma is usually high- 
ly malignant and extends intramurally up 
and down the esophagus for surprising 
lengths, sometimes far beyond the palpable 
margins of the tumor and at times beyond 
the point of transection. Contiguous organs 
within the chest or abdomen may be impli- 
cated at the time of operation and one may 
find the stomach, liver, justacardiae nodes to 
be involved, 

3. The tumor is often inoperable at the 
time of diagnosis because of the degree of 
loeal invasion in the area of the tumor whieh 
occurs early, 

4. The patient is not always a fit eandi- 
date for surgery or radieal therapy because 
of the concomitant aging chances. The age 
group is usually in the sixth and seventh 
decades and in this group eardia-vaseular dis- 
ease is rather prevalent. This is well shown 
by Sweet's review’. 

>. Malnutrition may be far advanced not 
because of the carcinoma itself but because 
of the patient's inability to swallow food over 
long periods of time. See the statements of 
Merendino and Mark’. 

6. The technique of transthoracic esopha- 
gectomy and primary anastomosis involves 
grave physiological and anatomical problems 
which require skill, judgment and resouree- 
fulness. 

7. Radiation therapy is of small conse- 
quential value and this therapeutie tool ean- 
not be used with much success. 

All these factors, however, can be minimiz- 
ed if the diagnosis is made early when the 
patient presents himself for examination. A 
widespread educational program for the un- 
suspecting candidate to seek aid early for any 
signs of dysphagia will also assist in the fight 
against this carcinoma. 

The treatment of carcinoma of the esopha- 
gus, since the first successful resection and 
eosphagogastric anastomosis in this country 
by Adams and Phemister® in 1938, has made 
rapid strides. Torek’s’ procedure whieh had 
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heen used was most unsatisfactory leaving an were no chest or cardiovaseular difficulties. 
esophageal fistula in the neck and requiring X-ray studies by barium swallow revealed a 
a long plastic procedure to unite this fistula constricting lesion of the mid-esophagus and 


to the stomach. With the use of a primary 
anastomosis within the chest of a thoracic 
stomach the outlook has improved. Garlock 
and Sweet*®"'® deserve most of the eredit in 


establishing this approach in the treatment 


of carcinoma of the esophagus. Sweet's? lat- 
est analysis of 254 cases which had been so 
treated in the past 12 years certainly shows 


what can be done for this problem and opens 


the juture for further advancement. 


Case Rerorr 
W. T.. Del. Hosp., No. 191397, white male, 
age 70 years, entered the Delaware Hospital 
on April 26, 1952 complaining of difficulty 
in swallowing solid food for the past three 


weeks. He had been seen the week before in 
the Gastrointestinal Clinie where on physical 
examination a mass in the right lower quad- 
rant and a weight loss of 30 pounds was re- 
vealed. Tle stated that he was only able to 
take semi-solid food and liquid foods but be- 
cause of the occasional substernal pain, he 
had voluntarily restricted his diet. There 


FIG. 2 


Pre-operative barium enema, showing constricting 
lesion of sigmoid colon. 


by barium enema a defect in the sigmoid 
colon. Both lesions were interpreted as show- 
ing evidence of carcinoma. On admission, the 
above findings were confirmed and his weight 
was 115 pounds. Laboratory studies revealed 


hemoglobin of 78% or 12.2 ems., white blood 
cells—6,100 with no shift, blood sugar of &5 
mg. %, blood urea nitrogen of 9 mg.%, plasma 
chloride of 640 mg.%, plasma CO? of 50 yol. 
%, total serum protein of 5.81 gm. %, serum 
albumin of 2.93 em. %, serum globulin of 
2.88 om. ‘ce, prothrombin time 100%, nega- 
tive urine, evidence of occult blood in stools 
by both the benzidine and guaiac tests, no 
free hydroclorie acid before or after hista- 


mine injection at gastric analysis with a total 
hvdroelorie acid of 8-8 units. 


The patient was prepared for operation 
bv having all loose teeth extracted and fre- 


quent mouth care given. For four days he 
received 250 ce of whole blood daily and was 
FIG. | placed on a high protein, carbohydrate, vita- 


-operati ri wallow, showing constrictin 
min liquid diet. On May 5, 1952 an esopha- 
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goscopy was performed and a biopsy taken 
34 cm. down from the upper alveolar ridge 
which proved to be epidermoid carcinoma. On 
this day his laboratory count showed 4.3 mil- 
lion red blood cells, 14.4 gms. or 92% hemo- 
globin, and a hematocrit of 44.5 mm. packed 
cells. 
Operation 

On May 6, 1952 an exploratory thoracotomy was 
performed entering the left chest through the 
bed of the 7th rib using the postero-lateral ap- 
proach, The posterior mediastinum was dissect- 
ed and revealed the carcinoma of the esophagus 
which was situated below and behind the arch 
of the aorta measuring about 8x5 cm. im size. 
There was no evidence of local or distant in- 
vasion and the hilar nodes were free of disease. 
The dissection proceeded and the esophagus was 
mobilized from the arch of the aorta to the dia- 
phragm. The diaphragm was opened by a radial 
incision extending from the esophageal! hiatus out 
to the rib margin anteriorly. Exploration of the 
abdominal cavity revealed no evidence of disease 
either in the liver or about the cardiac end of 
the stomach. Palpation of the sigmoid colon 
showed the mass as seen by x-ray study. The 
stomach was mobilized from the liver, spleen and 
pancreas by ligating the short gastric arteries, 
left gastric artery at the coaliac axis and the left 
gatsro-epiploic artery; thus removing enbloc all 
structures in the region of the cardia. The lesser 
omentum was freed from the liver and the stom- 
ach mobilized distally to the duodenum on both 
the lesser and greater curvature preserving the 
blood supply at the right gastric and right gastro- 
epiploic arteries. This allowed the stomach to 
he delivered into the chest through the dia- 
phragm. The stomach was transected 
through the fundus removing the cardia and al! 
node bearing area with the specimen. The wal! 
of the stomach was closed using an inverting 
stitch of 00 chromic catgut and 4-0 black. silk. 
The dissection was then completed from above 
and below the arch of the aorta freeing the 
tumor, and in the process the second and third 
intercostal arteries were ligated. This allowed 
the dissection to proceed proximally for a dis- 
tance of 6 cm. above any palpable tumor in the 
esophagus, The esophagus was here transected, 
and the specimen removed. An eliptical inci- 
sion was then made on the anterior surface of 
the fundus of the stomach to approximate the 
size of the esophagus and this portion of the 
stomach was removed. The anastomosis Was 
then proceeded with using the three layer suture 
technic of Sweet utilizing 4-0 black silk. The 
anastomosis was done anterior to the arch of the 
aorta and above it. The Levine tube, previously 
passed, was inserted past the anastomosis into the 
stomach and the stomach was anchored to the 
postero-lateral surface of the chest using 4-0 black 
silk. The diaphragm was closed using 2-0 black 
silk interruptedly and a new esophageal hiatus 
was formed about the pylorus of the stomach. 
The chest was drained using a counter incision 
for the rubber tube in the dependent portion of 
the chest, 400,000 units of aqueous penicillin was 
instilled into the chest cavity, and the chest 
closed in layers using 2-0 and 4-0 black silk. The 
drain was placed in under water drainage with 
12 ecm. of suction. 

The post-operative course was uneventful. 


He was placed in an oxygen tent for 24 hours, 
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and had frequent endotracheal aspirations to 
minimize accumulations of secretions which 
the patient had difficulty in expectorating. 
The seeond post-operative day he was out of 
bed, and tube feedings were begun. On the 
third day the under-water chest drainage was 
removed, on the fourth day a liquid diet was 
begun, and on the fifth day the Levine tube 
was removed. A pleural effusion developed 
which was controlled by a thoracentesis on the 
sixth day, thereafter his course eontinued 
sutistactorily. 

The pathologieal specimen, (S52-24893), 
removed at operation was sectioned revealing 
squamous cell carcinoma of the esophagus 
With invasion into the musclar wall. Exam- 
ination of the distal end found 10° lymph 
nodes about the resected cardia of the stom- 
ach that were free of metastatic disease. 

On June 4, 1952 a swallowing function test 
was performed and it demonstrated a well 


FIG. 3 
Post-operative barium swallow. Normal functioning 
esophagogastrostomy above arch of aorta 
with an intrathoracic stomach. 
functioning esophagogastrostomy with an in- 
tra-thoracic stomach. The patient was then 
prepared for the next procedure of resection 
of the carcinoma of the sigmoid colon. The 
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blood work at this time revealed a red blood 
count of 4.3 million cells; hemoglobin of 92% 

14.4 grams; hematocrit 48% ; total pro- 
teins, 5.76 gm. %; albumin, 2.47 gm. %; 
globulin, 3.29 gm. % ; urea nitrogen, 10 mg. 
% anda negative urine. On June 10th, 1952 
an anterior resection was performed and an 
end-to-end anastomosis carried out. There 
was no evidence at this time of local or dis- 
taunt metastasis. The postoperative course 
was uneventful and he was discharged home 
on a soft diet on June 27, 1952) weighing 
10914 pounds. The pathological specimen, 
S)2-253038, revealed an adenocarcinoma of the 
colon with extension into the muscularis and 
the seven lymph nodes in the mesentary were 
negative for tumor cells. - 

The patient was re-admitted from his home 
on duly 4, 1952 beeause of a depressed state, 
refusing to eat and havine diarrhea which 
At this time he 
showed well healed incisions, marked dehy- 


began three days before. 


dration, and mild pitting edema of both 
ankles. His blood work showed a red blood 
count of 4.1 million cells; hemoglobin, 838% 

13 gms.; total proteins, 4.60 em. % ; and 
urine examination a two plus albumin with 
many white blood cells in the sediment. He 
was treated energetically with fluids, intra- 
nasal feedings, and controlled diet. The 
diarrhea was impeded with paragoric and 
kaopectate. He continued to refuse feedings 
and became more unmanagable. On July 21, 
1952 a Witzel jejunostomy was performed 
and feedings begun, but unfortunately the 
tube was pulled out and the patient contin- 
ued to go downhill and expired on July 30, 
1952. An autopsy was done, (A52-140), and 
examination of the operative sites revealed 
no gross or microscopic evidence of carcmoma. 
At the esophagogastrostomy a small super- 
ficial uleer Was present measuring one em. In 
size. The heart was enlarged with evidence 
of failure. There was marked wasting of the 
entire body, 

SUMMARY 

This is a review of 15 eases of carcinoma 
of the esophagus which have occurred in the 
past six years at the Delaware Hospital, with 
the presentation of one patient with a double 
carcinoma of the gastro-intestinal 


primary 
tract. 
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The incidence, operability rate, resectabil- 
itv rate, and post-operative death rate of car- 
cinoma of the esophagus were reviewed and 


Factors which would 
improve these rates were mentioned. 
Education and encouragement of patients 
with dysphagia to seek early medieal atten- 
tion and the physician to be aware of this 
diagnosis were stressed. More use of the diag- 


shown to be very poor. 


nostic aids of barium swallow and esophag- 
oscopy were emphasized. 

The technical means to resect carcinoma of 
the esophagus were elucidated and proven to 
he effective. 
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RETROPERITONEAL LIPOSARCOMA 


A Case Report 
(‘onLEY L. Epwarps, M. D 
and 


NorMAN L. Cannon, M. D.,** 
Wilmington, Del. 
In general, the histological study of adi- 
pose tissue has been neglected and fat, known 
to everyone and found extensively in the 


‘Surgical Resident, Delaware Hospital. 
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body, has been the subject of little research. 
Its functions are to isolate the body thermal 
changes and to serve as a storage reservoir 
of carbohydrates. It is concentrated in the 
internal parts of the body in the neighbor- 
hood of organs, especially the kidneys, the 
retroperitoneal area, the mesentery, and the 
omentum. The thigh, popliteal space, gluteal 
region and the mammary gland in women 
are a few of the less common sites of oceur- 
rence, 

The majority of liposareomas seem to de- 
velop in the later vears of life—with a mean 
age of fifty vears. However, they are en- 
countered in children and one must be pre- 
pared to expect them at any age. 

Adipose tissue is readily traumatized but 
the role that trauma plays in this tumor is 
felt to be a minor one. Sex does not predis- 
pose to liposarcoma, but of the cases report- 
ed in the literature, the male seems te pre- 
dominate for no specifie reason. 

Liposarcoma can develop from pre-existing 
lipomas, but the large majority are malignant 
tumors from the beginning. They are noted 
for their variation and rate of growth, which 
is often very rapid and at other times, exceed- 
ingly slow. Between these extremes there are 
all grades of variation, but the greatest num- 
ber exhibit slow growth and with a relatively 
small number spreading by metastates. The 
enormous size which they may obtain is il- 
lustrated by Delamatee’s paper (quoted by 
Stout’) in which an enormous retroperitoneal! 
lipoma, weighing at least 179 Ibs. and pos- 
siblvy 275 lbs. was recorded. The spread by 
metastates is debatable and some feel that 
their cases were examples of multiple tumors, 
not metastatie in origin, as the tumors ap- 
peared simultaneously or successively in 
widely separated areas. This should not be 
interpreted as meaning that metastates never 
oceur in eases of liposarcoma. They most 
certainly do! They metastasize less com- 
monly than other types of sarcoma and are 
found most often in the lungs or pleura, liver, 
bone marrow and central nervous system, in 
this order. 

The Gross Characteristics of liposarcoma 
are quite varied, but in general they form 
large, bulky, nodular, masses of encapsulated 
tissue whieh is always firmer than the adi- 
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pose tissue of simple lipomas, but less firm 
than those of fibrosarcomas. They are usual- 
lv vellow and opaque but run a gamut of 
colors from orange to pale cream. They may 
show a distinct tendency to break down and 
this causes extensive hemorrhage into its sub- 
stance, or there may only be an increased vas- 
cularity. These tumors infrequently 
have areas of normal fat interspersed among 
the sarcomatous masses. 

The Microscopic picture of liposarcomas is 
even more varied than the gross and gives 
rise to a great variety of names which lead 
to confusion. The picture is usually mixed, 
consisting of islands of embryonic fat, adult 
fat, and myxomatous stroma and containing 
oat shaped cells containing fine granules of 
fat that are demonstrated only by appropri- 
ate fat stains. They show active growth and 
invasion. These cells may be of all sizes and 
shapes and show vacolization. The vacoles 
reveal lipoid content when stained with an 
appropriate fat stain. Giant cells are not 
unusual. Such microscopic studies lead us 
to look upon the liposarcomas, not as a group 
of separate and distinct tumor types, but as 
a simple group capable of different degrees 
of differentiation which can be deseribed ac- 
cording to its predominent features, namely 
myeloid, adenoid or round cell, and mixed 
groups. 

Diagnosis of any mass should be made, if 
possible, from the clinical history and physi- 
cal examination, but a biopsy before treat- 
ment is the proper procedure. If they have 
reached a large size or if their growth is 
rapid, they should be suspected clinically 
and if at biopsy, they are bulky and yellow, 
liposarcoma 1s likely. 

Treatment is surgical removal and wide 
resection is advised because of the ease of 
overlooking a nearby nodule. Some of the 
tumors are radio-sensitive and this therapy is 
most useful in treating small, recurrent 
nodules or a tumor which is in a small or 
inaccessible area. Some men advocated its 
use before surgery. The larger and the 
deeper the tumor, the more failures oecur 
when treated with x-ray. 

Prognosis is variable but, in general, the 
more cellular and less fat it contains, the 
more malignant it will be. 
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Case 

Del. Hosp. Case No. 196974. A twenty- 
three vear old white woman entered the hos- 
pital complaining of a lump in the right side, 
associated with pain. One month prior to ad- 
mission the patient began to experience pain 
in the right flank, which radiated anterioral- 
lv and downward to the right lower quadrant. 
This was accompanied by episodes of nause: 
and vomiting but with no relationship to food 
intake, urination or menstruation. There had 
been no change in color, amount or frequeney 
of voiding. Bowel habits had been normal. 
There had been no weight loss, edema or 
jaundice. 

Past History revealed the usual ehildhood 
diseases. 

Menstrual History revealed a nulliparous 
patient with regular periods every twenty- 
eight days associated with the normal amount 
of thow and discomfort. 


Physical examination revealed a well de- 
veloped, well nourished, white female in no 
distress, alert and cooperative. The skin and 
mucous membranes were of normal color and 
were moist. Pulse, 78; blood pressure 160 
systolic, 100 distolic; temperature 99. Lungs 
were clear pereussion and auscultation. 
Heart, regular rate and rhythm, no murmurs 
were audible. Sounds were of good quality. 
Kxamination of the abdomen revealed a soft, 
yet firm palpable mass which occupied the 
right upper quadrant and right flank. The 
surface felt smooth, moved with respirations, 
and was thought to be encapsulated and did 
not appear fixed. It extended to the midline 
and downward to the symphysis pubis on the 
right. The spleen and left kidney were not 
palpable, 

Laboratory Data, Admission urinalysis re- 
vealed a straw-color, specifie gravity 1.025, 
albumin one plus, sugar negative; WBC 
2-4/hpt; RBC, 4-6/hpf; Kahn serological 
test, negative. Sed. rate, 31 mm./hr.; hema- 
tocrit, 45% ; urea nitrogen, 136 mg.% ; sugar, 
89 mg.%. Blood count on admission revealed 
RBC of 4.5: WBC, 8,100; hemoglobin, 138 
gm. (86.6% ); urine culture was reported as 
non-hemolytic streptococcus and sensitive to 
penicillin, streptomycin, terramycin, chloro- 
mycetin and aureomycin. A smear of the 
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urine was reported as revealing an oceasional 
WBC, rare RBC and non-hemolytice strep. 
Roentgengrams of the heart and lung fields 
were normal. A barium enema was complet- 
ed five days after admission and was report- 
ed as revealing no intrinsic lesion of the colon 
but displacement of the colon anteriorally on 
the right by an extensive abdominal mass. 


On the day of admission an i. v. pyelogram 
was performed and this revealed a normal left 
kidney and ureter. On the right side there 
Was an enlargement of the kidney and lower 
pole with obliteration of the psoas muscle 
and evidence of impaired function and a sug- 
gestion of upper displacement of the pelvis 
by the abdominal mass. 

eystoscopic and right) pyelogram was 
done under satisfactory sodium penethol 
anesthesia and a No. 21 Brown-Buerger cysto- 
scope was introduced without difficulty. The 
bladder appeared normal. Both ureteral ori- 
fices and trigone were normal. A No. 6 X-ray 
catheter was passed 27 em. up the right ureter 
and obstruction was encountered and passed 
at the utero-pelvie junction. Thirty ce. of 
residual urine was obtained from the right 
kidney pelvis. Following this a retrograde 
pvelogram was done on the right side and 
was reported as revealing evidence of a mod- 
erate hydronephrosis with obstruction at the 
utero-pelvic junction. In addition, this kid- 
ney showed an enlargement of the lower pole, 
probably due to some tumor or cystic lesion 
with compression of the inferior borders. 
There was little motility of this kidney as seen 
in the erect position. There was a definite 
line of cleavage between the lower pole and 
the kidney itself and the right kidney was 
displaced upward and laterally. The lett kid- 
ney as seen in the pyelogram was normal. 

Six days following admission the patient 
was taken to the Operating Room and under 
satisfactory sodium penethol and inhalation 
anesthesia, a eurve right flank incision was 
made exposing a large retroperitoneal tumor. 
The kidney was then exposed and the upper 
pole seemed to be entirely normal. The tumor 
mass was located adjacent to the lower pole 
of the right kidney and extended deep into 
the pelvis and towards the abdominal cavity. 
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The tumor was easily mobilized, and removed 
together with the kidney. 

Pathological Report (Wilmington General 
Ilospital, 3686). The gross specimen consisted 
of the right kidney and an adherent tumor 
mass measuring 12.0 x 10.0 x 7.0 em. The 
kidney measured 12.0 x 7.0 x 5.0 em. The 
surtace was granular and the capsule stripped 
with difficulty. On cut section the cortex was 
swollen and pale. The renal calyees were 
dilated and the lining hemorrhagically dis- 
colored. The ureter showed evidence of 
chronie inflammation. Adherent to the pos- 
terior surface of the lower pole by a fibrous 
adhesion was a tumor mass which separated 
the kidney by a well defined line of cleavage. 
The kidney parenchyma in this area was com- 
pressed but showed no evidence of invasion 
by tumor, Sections through the tumor mass 
revealed a soft, neerotic, gelatinous stroma 
with areas of eystie degeneration and hemor- 
rhage. The mass was partially encapsulated. 
Microscopie sections from the tumor showed 
interlacing spindle-shaped cells within a 
mvyxomatous stroma. The cells showed hyper- 
chromatism and oceasional mitotie figures. 
The kidneys showed no evidence of invasion 
by tumor tissue. Tubules were tilled with a 
purulent exudate and the stroma revealed a 
collection of acute inflammatory cells with 
formation of micro abscesses. 

Diagnosis: Myxo-sarcoma. 

The patient made satisfactory progress 
without complications and was discharged 
fourteen days after her admission. 

The patient was admitted to the Delaware 
Hospital four months later, on October 27, 
1952 with recurrence of the mass in the right 
flank. Urinalysis, blood studies, and biochem- 
ical studies were within normal limits and 
similar to those on the previous admission. Ro- 
entengrams of chest were normal. A flat plate 
of the abdomen revealed an increased density 
overlying the right iliae crest which was ap- 
proximately 10.0 em. in diameter and it was 
suggested that a reoccurrence of the previous- 
lv removed tumor had occurred. Four days 
after admission an exploratory laparotomy 
was performed under satisfactory sodium 
penethol and cyclopropane anethesia. At the 
operation a large metastatie nodule was found 
in the incision proper. This was removed 
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along with the surrounding muscle tissue. On 
opening the peritoneum no intra-peritoneal 
metastases were found but the whole right 
flank and lateral gutter were filled with 
lumpy sarcomatous masses. After removing 
large, grapefruit sized masses, tumor tissue 
was found along the iliae vessels and under- 
neath the liver as far as one could reach 
along the vena cava. Silver slips were used 
to show the limits of the tumor so that ir- 
radiation could be applied in case the tumor 
proved to be radio sensitive. Following an 
uneventful post-operative convalescence the 
patient was discharged from the hospital and 
instructed to return to the Tumor Clinie for 
radio-therapy. 

The pathologwal report grossly revealed 
(S-52-26953) a tumor which was soft, gray 
red and tan, with a glistening, gelatinous, 
mucoid-like surface. Microscopic study re- 
vealed) similar myxosarcomatous areas as 
seen previously, but in general, the tumor had 
changed, becoming more compact with wavy 
bundles of spindle shaped cells together with 
numerous bizarre multi nucleated giant cells 
and numerous small vacuolated cells, the lat- 
ter with regular stains, presented a honey- 
combed, fine net like appearance and when 
stained for fat were strongly positive. The 
giant cells were also positive with special fat 
stains. The diagnosis was Liposareoma. 
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THE CLINICAL USE OF 
BONE MARROW ASPIRATION: 
Its Limitations and Methods 
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Wilmington, Del. 
The use of bone marrow examination as a 
diagnostic aid has gained extensive reeogni- 
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tion in the past years. In some hospitals a 
marrow aspiration is almost a routine proce- 
dure for the patient admitted for diagnostic 
study, and some physicians have the impres- 
sion that a marrow aspiration is absolutely 
necessary for an accurate diagnosis of anemia. 
The recent literature is filled with articles on 
the diagnosis of numerous clinical conditions 
simply by examining a smear of aspirated 
bone marrow and it is easy to understand 
how many elinicians have come to depend on 
bone marrow aspirations as the diagnostic 
answer to their clinical problem. 

The limitations of diagnosis with bone mar- 
row preparations must always be kept in 
mind by the clinician. Dr. Roy Kracke*® 
states ‘‘It is well recognized now that a study 
of the marrow may permit diagnosis with cer- 
tainty of some conditions, such as leukemia, 
multiple myeloma, carcinoma, Caucher’s 
disease, histoplasmosis, kala-azar, and malaria. 
While examination of the marrow has proved 
to be valuable when the findings are positive, 
negative findings are not conclusive. After 
careful study of the cellular content of the 
marrow with respect to both the type and 
quantity of cells, one may be able to reeog- 
nize merely a state of the marrow rather than 
to diagnose a specifie disease. Thus, it is often 
possible to say only that a marrow is hyper- 
plastic with respect to erythroblastic tissue ; 
or that it contains an undue number of 
megaloblasts which indicates a deficiency of 
the hematopoietic factor; or that it shows an 
increase in the myeloid-erythroid ratio with- 
out disturbance of the maturation evele, 
which would indicate an infectious disease.”’ 

The same opinion regarding the excessive 
use of the bone marrow aspiration as a diag- 
nostic technique is further expressed by Dr. 
Maxwell Wintrobe'® who states is not 
often that one actually needs to examine the 
bone marrow to make a diagnosis of pernici- 
ous anemia; although, the marrow picture in 
that condition is always entertaining. Like- 
wise, in the hemolytic anemias, one is likely 
to find only what one should have expeeted.”’ 

Techniques for the aspiration of marrow 
have become fairly well established now that 
suitable instruments have been devised for 
this purpose and are readily available. While 
hone marrow has been well studied by biopsy 
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and trephine, the present simple method of 
obtaining it from the sternum was not intro- 
duced until 1929 by Arinkin'. His method 
of puncture of the sternum by a stilletted 
needle and the aspiration of a small amount 
of marrow, soon proved more convenient and 
adaptable than the formal surgical procedure. 
Many different methods and needles have 
heen devised since that time to obtain mar- 
row. In experieneed hands almost any ade- 
quate stilletted needle will suffice. Of tie 
many types of needles, the one devised by 
Klima and Rosegger in Germany in 1935 has 
heen more popular. With minor adaption of 
the syringe hub it became known as the Kli- 
ina-Schleicher Sternal Puncture Needle. 
Rheingold'* recently described a simple 16 
vauge needle with a shaft of 3.3 em. which is 
quite similar to the Osgood B-D marrow 
needle that has been in use for some years. 
Recently Limarzi’ introduced — another 
modification of the Klima needle to improve 
the fit of the stylet and locking device and 
included a Luer-Lok hub. This needle, whieh 
is probably the best of those with a guard, is 
known as the University of Illinois Sternal 
Needle.* 

As the sternum was the most apparently 
accessible site for red bone marrow, aspira- 
tions were first performed at the midline 
about the level of the second or third inter- 
costal space in adults and in the manubrium 
in infants. Under strict asepsis and with loeal 
anesthesia this technique gradually became an 
office procedure. 

Recent interest has focused on other sites 
for bone marrow puncture. Studies have in- 
dicated that marrow from the vertebrae, ribs, 
crest of the ilium, and from the heads of the 
tibia and femur offer adequate material 
The advantages of the iliae crest pune- 
ture have been proposed'® ' of- 
fering greater safety, less patient apprehen- 
sion and discomfort, and more convenient 
repetition. The procedure is similar to sternal 
puncture and the marrow is entered just dis- 
tal to the erest of the ilium with any of the 
needles used for the sternal approach. 
Spinous process punetures were introduced 
as a clinical aid by the Heidenreichs in 


*Available from V. Mueller Supply House, Chicago, 
Illinois. 
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1936° and more recently have been sug- 
vested!’ ®& as a primary or alternative site. 
in performing spinous process 
punctures preferred the Klima-Sehleicher 
needle to the Osgood B-D or similar type of 
needle because of the advantages in applying 
pressure and direction. He punctured the L3 


Loge 


or L4 process, whichever was the broadest, 
with his patient in a sitting position. Rhein- 
vold'* recommends face downward 
prone position so that needle pressure ean 
be more readily applied and the patient lies 
in a relatively fixed and comfortable posi- 
tion. The advantages of a multiple choice for 
marrow puncture sites are apparent. Besides 
offering an alternative approach in an ap- 
prehensive patient it permits further confir- 
mation of marrow findings in cases of po- 
tential foeal involvement of the marrow. 
PROCEDURE 

The preparation of aspirated marrow is 
probably the most important step in perform- 
ing a marrow aspiration, and when it is done 
improperly is most often responsible for 
poor results. Several different methods of ob- 
taining smears have proven satistactory. The 
most adequate method and one of the simplest 
is to aspirate a very small amount of marrow 
into a syringe, (0.1 to 0.2 ©.) following 
which thin smears of the marrow are made 
immediately. This is followed by the aspira- 
tion of 3 to 5 «e. of marrow into a second 
svringe whose contents are then discharged 
into a tube containing heparin.* This hepa- 
rinized tube of marrow is centrifuged in a 
Wintrobe hematocrit tube and smears of con- 
centrated marrow are made from the buffy 
laver obtained. Adequate staining of marrow 
smears is obtained by fixing with concentrat- 
ed Wright’s and staining with dilute Giemsa 
stains. 

Differential counts of aspirated marrow 
ure unnecessary and frequently misleading. 
Careful observation of the marrow pattern 
and cytology is usually sufficient. The wide 
range of reported normals for marrow nu- 
cleated cell counts per cubic millimeter like- 
wise indieate that this step should be diseard- 
ed as a routine procedure. 

While examination of aspirated marrow 


* 0.1-0.2 cc. (2 Liquaemin (‘Organon brand of 
Sodium Salt Heparin}. 
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smears has offered excellent cytological ma- 
terial, the greatest objection to the aspiration 
technique has been its failure to allow for his- 
topathologieal study of bone marrow. strue- 
ture. Dr. Roy emphastzed this 
difficulty when he stated ** Aspiration of ma- 
terial from the marrow presents all of the dis- 
advantages of a specimen that is inadequate 
for biopsy.”’ He further reeommended that 
it is always preferrable to have a solid piece 
of tissue for pathologie diagnosis rather than 
cellular tissue in a liquid medium, since it is 
only through the study of solid tissue that 
the true architectural pattern can be dis- 
cerned. The vast amount of accumulated 
knowledge and limitations of marrow changes 
in health and disease have been well presented 
In a reeent monograph by Custer??, 


Berman? introduced excellent tech- 
nical modification for preparing histological 
sections of solid marrow particles in the as- 
pirated marrow. With a few modifieations 
this procedure is employed at the Delaware 
Hospital laboratory. Marrow which has been 
allowed to clot in the aspirating syringe is 
immediately immersied in fixative. Any mar- 
row particles that are found adhering to the 
barrel of the syringe are carefully picked up 
and transferred to a drop of plasma with the 
ald of the pointed ends of split wood appli- 
cators. To this is added a minute amount of 
topical thrombin. The presence of thrombin 
causes ¢lotting of the plasma, which ineludes 
the marrow particles. This clot is then trans- 
ferred to a fixing solution and all material is 
then processed as in other tissue for histologic 
section, 

Marrow interpretation should be made by 
one well trained in the field of hematology, 
but without related hematological studies it 
is often a wasted effort. 

The well planned use of a marrow study 
can be a valuable diagnostic aid when pre- 
ceded by a complete hematological study of 
the peripheral blood, history, physical find- 
ings and general clinical picture. Careful 
study of the hematology reports will often 
dismiss the need for marrow studies which 
is a procedure requiring experience and time. 
Often a smear of a buffy coat of centrifuged 
blood will offer more information than the 
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marrow itself, particularly if the marrow 
smear is not representative. 

However tempting it may be, marrow 
studies should not be run without careful 
analysis of the real benefit to be gained. 

In the average hospital marrow studies of- 
fer little benefit in most of the anemias. 
With the leukemias, particularly the aleuke- 
mic variety, it is often very helpful. When 
coupled with marrow sections it is of diagnos- 
tic benefit in cases of paneytopenia. One al- 
ways must be cautious in evaluating the 
panecytopenic condition from smears alone 
knowing that marrow can have patchy in- 
volvement and that the aspirate can be non- 
representative, 

In general the number of cases where mar- 
row is a specifie diagnostic aid are infrequent 
in the average hospital. With multiple 
myeloma, for example, no single examina- 
tion offers more conelusive findings. How- 
ever, such eases are uncommon. 

With thoughtful approach and study and 
careful procedure using both smear and see- 
tions of marrow aspirate diagnostic benefit 
will be gained, while routine indiscriminate 
use will but classify this valuable aid as a 
fruitless gesture. 
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THE OCCURRENCE OF MEMBERS OF 
THE TRIBE MIMEAE IN 
HUMAN INFECTIONS 
E. G. Scort, M. T.,* 
and 
Berry ANN Manoney, M. T., ** 
Wilmington, Del. 

The increasing frequeney of isolation of a 
heretofore unidentified group of gram-nega- 
tive bacilli from clinical speeimens has 
prompted this report. 

REVIEW OF THE LITERATURE 

De Bord', in 1939 deseribed an organism 
isolated from normal and pathologieal vaginal 
and conjunctival secretions. He named the 
vroup Mimeae (Greek—to imitate) because 
of their similarity to the neisseria in their 
morphology and staining reaction. He sub- 
sequently described three genera, based pri- 
marily on their ability to attack carbohy- 
drates: (1) Mima polymorpha (var. oxidans) ; 
(2) Herellea vagimocola; (3) Colloides an- 
orydana, Members of the tribe shared the 
following characteristics: pleomorphism, with 
diplococeal forms reverting to bacilli; bi- 
polar gram-negative stain; encapsulated ini- 
tially with smooth, butyrous to mucoid 
colonies. 

De Bord*, in a study of 147 eases of con- 
junctivitis, vaginitis and normal secretions, 
pointed out that about 380% of the positive 
cultures, although indistinguishable morpho- 
logically from the gonococeus, were members 
of the tribe Mimeae. As a result of this inves- 
tigation, he stated that identification of the 
gonococcus by smear alone was not justified. 

Deacon*, in 1945, reported the isolation of 
19 strains of microorganisms which he identi- 
fied as Mimeae. They were recovered from 
therapy-resistant gonorrhea, war wounds, 
cerebrospinal fluid and brain tissue follow- 
ing head injuries. A strain of M. polymorpha 
(var. oxidans) from a wound proved lethal! 
to a guinea pig following intraperitoneal in- 
jection, and 9 strains of H/. vaginocola killed 
euinea pigs injected intraperitoneally, but 
not subeutaneously. 

De Bord® deseribed a non-fatal case of 
meningitis from whose cerebrospinal fluid a 
gram-negative diplococeus resembling a men- 


* Bacteriology Department, Delaware Hospital. 
** Bacteriology Department, Memorial Hospital. 
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ingococcus was isolated. The organism, identi- 
fied as M. polymorpha, was pathogenic for 
mice when injected intraperitoneally. The pa- 
tient recovered following sulfonamide ther- 
apy. 

In 1948 Schaub and Hauber® reported the 
recovery of 15 identical gram-negative bacilli 
(the majority from urine), which had been 
submitted for identification. A comprehensive 
study, including biochemical and serological 
tests, revealed a previously undeseribed spe- 
cies, for which the authors proposed the name 
Bact. anitratum. The organisms were patho- 
genic for mice and guinea pigs injected in- 
traperitoneally. Ewing? in 1949 demonstrated 
the relationship of Bact. anitratum to De 
Bord’s IHerellea, and suggested it be elassi- 
fied as a member of the Mimeae. His study 
also indicated several serotypes based on eap- 
sular and somatie antigens. 


aust and Hood*® reported a fatal ease of 
fulminating septicemia, whose admission 
blood culture revealed a neisseria-like organ- 
ism. This was subsequently identified by bio- 
chemical and serological methods as MW. poly- 
morpha (var. oxydans). Pike and others,® re- 
ported the isolation of M. polymorpha from 
a child with subacute bacterial endocarditis 
following cardiae surgery. Two blood cultures 
and one bone marrow culture were positive 
for this organism one and one half vears after 
operation. It was sensitive in vitro to terra- 
mycin, and the patient was treated with this 
antibiotic. Five subsequent blood cultures 
showed no growth, and the patient remained 
afebrile and asymptomatic in the ensuing 
four months, 

SOURCE OF CULTURES 

In the past vear 24 strains of Mimeae have 
heen isolated in our laboratories from a vari- 
ety of clinical specimens. Half of these were 
recovered from females, and the overall age 
eroup ranged from a newborn intant to an 
82 vear old male patient. The organisms were 
isolated most frequently from the urinary 
tract (10) and upper respiratory traet (7), 
including bronchial secretions. They were 
also found frequently in conjunction with 
other pathogens from the conjunctiva and 
ears. Only one blood culture (a newborn with 
an unexplained fever postpartum) was posi- 
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tive for Mimeae, probably representing a 
transient bacteremia. 
CULTURAL CHARACTERISTICS 

Our interest in this group of microorgan- 
isms Was originally stimulated by Dr. Martha 
K. Ward, in charge of the Special Baeteri- 
ology Laboratory, Communicable Disease 
Center, United States Public Health Service. 
Dr. Ward has confirmed the biochemical re- 
actions on all of our strains, and has carried 
out serological identifications on all the 
strains. 

Twenty-three of the twenty-four cultures 
exhibited similar biochemical characteristics, 
and were classified into De Bord’s Herellea 
group. All strains produced an alkaline slant 
and neutral butt on triple sugar iron agar, 
and characteristic coliform-like colonies on 
blood agar plates, with varying degrees of 
pigmentation and hemolysis. A typical odor, 
not unlike seminal fluid, was apparent on 
blood agar. The group was most frequently 
confused with pseudomonads and Alcaligenes 
species, but produced no green water-soluble 
pigment, and unitormly fermented dextrose 
and xylose, with acid production only. Most 
strains failed to reduce nitrates or hydrolyse 
urea, and all strains were nonmotile. Citrate 
was uniformly utilized and indol was not 
formed. 

The susceptibility to antibiotics, as deter- 
mined by in vitro dise testing revealed a uni- 
form pattern. The majority of strains were 
sensitive to aureomycin and terramycin, but 
resistant to chloromycetin and streptomycin. 
When resistance to aureomycin and terramy- 
cin were demonstrated, resistance to chloro- 
mycetin and = streptomycin” invariably fol- 
lowed. Insufficient data on sensitivities to 
polymyxin and neomycin were accumulated. 
All strains were resistant to penicillin. 

DISCUSSION 

Although De Bord’s original work points 
out the importance of distinguishing Mimeae 
from gonococei, it becomes apparent that the 
Herellea group are more frequently isolated, 
and less likely to be confused. Ward’? has 
indicated that ‘‘by far, the greatest percent- 
age of strains we have received for reference 
diagnosis fall into the group that De Bord 
called Herellea.”’ 
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The role of members of the tribe Mimeae 
as etiological agents in human_ infections 
gives rise to some speculation. At this writ- 
ing, no one has reported on their natural 
habitat or possible method of transfer. Are 
they merely ubiquitous opportunists, with a 
predilection for the urinary tract or upper 
respiratory passages? Have they emerged as 
a result of antibiotic therapy primarily direct- 
ed (as with penicillin) against pyogenic 
coce? It becomes rhetorical to state that these 
and other questions can only be answered by 
further investigative studies. 

SUMMARY 

The oecurrence of members of DeBord’s 

Mimeae, a group of gram-negative bacilli 

is reported. 

The source of these organisms, their cul- 

tural characteristics and their in vitro 

sensitivities to antibiotics is presented, 
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CLINICOPATHOLOGIC CASE REPORT 
KUGENE F, Mitewskt, M.D.,* 
and 
Park W. Huntineron, Jr., M.D.** 
Wilmington, Del. 
PRESENTATION OF CAse*** 

The patient, a 49 vear old colored male, 
was first admitted to the Delaware Hospital 
on 2/17/50 with the chief complaint of swol- 
len ankles. Patient claimed to have been mm 
usual state of good health until approximate- 
ly 3 weeks prior to admission when ankle 
edema developed. The edema became progres- 
sively more severe and scrotal edema occurred 
and had become progressively worse. Patient 
also states he has had slight shortness of 
breath on exertion. He also complained of a 
slight cough productive of whitish sputum. 
Patient was a bricklaver and had continued 


* Interne, Delaware Hospital. 
** Resident in Pathology, Delaware Hospital. 
*** Delaware Hospital Case No. 168947, presented at Staff 
Clinical Pathology Conference. 
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working until admission to hospital. Patient 
also states that the edema had progressed up- 
ward involving legs first, then genitalia, and 
then abdomen. Past Medical History : revealed 
that the patient had been treated for syphilis 
in 1940. He had no operations. Systemic Re- 
view: Head; normal. Cardiorespiratory sys- 
tem: normal. G. I. system: occasionally there 
is right upper quadrant pain, with present 
illness. G. U. system: normal. Endocrine sys- 
tem: normal. Physical Examination: Blood 
pressure 180/116; pulse 72. The patient is a 
well developed, well nourished negro male in 
no acute distress. Head: Eyes, pupils round 
and equal, react to light and accommodation. 
kundi: moderate sclerosis of retinal vessels; 
pallor of retinae, and A V_ nicking. No hem- 
orrhage, exudates or papilledema. Ears, Nose 
& Throat: mucous membranes of a normal 
color, moist non-inflammed. Nose is normal. 
Kars are normal. Neck—slight mandibular 
adenopathy. Thyroid is palpable low down in 
sternal notch. Trachea in midline. Chest: 
Lungs—breath sounds diminished to absent 
at right base especially  postero-laterally. 
Breath sounds at left base diminished posteri- 
orly. No definite rales were heard. There is 
dullness to percussion at the right base. Tae- 
tiie fremitis absent at the right base and di- 
minished at the left base. Heart: rhythm ir- 
regular, apparently due to auricular fibrilla- 
tion. No definite murmurs heard. Heart size 
appoximately normal. No thrills palpated. 
Abdomen: slightly taut and fluid wave dem- 
onstrated. Liver: not palpable. No other or- 
vans or masses felt. There is moderate right 
upper quadrant tenderness. Genitalia: mod- 
erate penile edema and tremendous edema of 
scrotum. Extremities: four plus pitting 
edema of both lower extremities. 
Laboratory Studies: Hgb. 86%, 13.5 gms. 
WBC 5,400; polvs seg 6380 ; lymphs 24% ; 
eosinophiles 11%; BUN 20 mg.% ; serum 
cholesterol 376 ; Wassermann, plus 4. 
Urinalysis: sp. gravity 1.004; reaction—alk. ; 
albumin plus 1; sugar and acetone negative ; 
occasional WBC/hpt; occasional hyaline cast 
per hpt; occasional squamous epithelial cells. 
Chest x-ray taken at time of admission 
showed a heart shadow within normal limits 
with some slight engorgement of the vascular 
shadows of the hilar regions of the lungs and 
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some pleural effusion at the right base oblit- 
erating the right cardiophrenie angle. 

Patient was treated while in the hospital 
with digitoxin, thiomerin and ammonium 
chloride. EKG showed marked respiratory 
arrhythmia with moderate bradycardia. The 
tracing was otherwise normal. Patient did 
well; edema subsided and by 2/24/50 he be- 
came asymptomatic. Blood pressure while in 
the hospital varied from 140/100 to 150/110 
to 130/80. On discharge blood pressure was 
recorded at 110/80. Patient was discharged 
on digitalis maintenance therapy, mereurial 
diuretics and referred to Medical Clinic for 
follow-up and to GU Clinie for antiluetie 
therapy. 

Patient’s second admission to hospital was 
on 12/28/50 when he was admitted with 
shortness of breath and pain in chest. The 
night previous to admission he was seen in 
the Emergeney Department and given a mor- 
phine injection. Apparently he did well for 
a few hours but then developed a ‘‘tremor 
like seizure and felt badly.’* He then became 
progressively worse and was admitted to the 
hospital. 

Pnysical Examination: revealed a negro 
male who was in acute distress. Breathing was 
labored and patient was semicomatose, toss- 
ing about quite energetically. Blood pressure 
168/94; pulse 120 and regular. Temperature 
98° (I°). Head normal. Face—on the left side 
is tlattened and there is a blowing out of left 
cheek with each expiratory phase, which is 
not present on the right side. Eyes normal. 
Kars normal. Nose normal. Mouth normal. 
Neck questionable nuchal rigidity. There is 
venous distention. Trachea is in the midline. 
(hest—equal expansion bilaterally. Pereus- 
sion note is dull in the lower bases bilaterally. 
Numerous rales throughout both lung fields. 
Heart: point of maximum impulse to the left 
of midelavicular line. No thrills or shocks 
palpable. Heart does not appear enlarged to 
percussion. Heart sounds are regular and 
strong. Tachycardia is present. Liver is ques- 
tionably palpable 1-2 fingers below the costal 
cage. Genitalia: normal male. Extremities: 
There is hyperreflexia of all four extremities. 
No pathologic reflexes present. Some begin- 
ning flaccidity of left arm. There is two plus 


pitting edema of ankles. 
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Patient was treated with an indwelling 
catheter, digitalis leaf and erystacillin. Hexa- 
vitamins and gelusil were also used. During 
hospitalization patient was a fluid balance 
problem. BUN was elevated and the CO? de- 
creased. Renal output was poor. He was treat- 
ed with intravenous fluids varying from glu- 
cose in water to 1/6 M. lactate in order to 
correct electrolyte balance. On 1/16/51 pa- 
tient was reported to be passing bright red 
blood by reetum. He appeared to have passed 
several cc. Examination failed to reveal bleed- 
ing point. Blood pressure 110/80; pulse 110. 
Patient complained of rectal pain. Abdomen 
was soft with normal peristalsis. On 1/27/51 
patient began vomiting and respirations be- 
‘ame labored; feces at that time were noted 
to be tarry. Patient expired uneventfully at 
this time. 

Laboratory Studies EKG: 1/3/51 showed 
sipus tachyeardia with ST changes of a non 
specific nature. No evidence of old or recent 
myocardial infarction noted. The pattern 
could represent functional coronary insuf- 
fieleney. 1/15/51 EKG showed changes con- 
sistent with digitalis effect were present. 
1/24/51 KEKG showed improvement with 
erection of T waves in chest leads and limb 
leads. There is evidence of potassium intoxi- 
cation. ilematology : 12/29/50-RBC 2.3; Hgb. 
48%, 7.6 em.; WBC 10,300; polvs seg 80% ; 
Ivmphs: 15%. 1/10/51 RBC 2.2; Heb 41%, 
6.4 gm.; WBC 17,800; Polys seg 56% ; non- 
segs 24% ; Iyvmphs 18%. Toxic degeneration 
marked. Chemistry: 12/29/50 — sugar 71 
mg.%o; BUN 98%; phosphorous 6.9 mg.% ; 
calcium 12 mg.%. 1/38/51—BUN 155 mg.% ; 
creatinine 9 mg.% ; chlorides 750 mg.% ; CO? 
11 vol.{7 ; potassium 5.2 mEq/L; sodium 157 
1/8/51—BUN 234 ; chlorides 
640 mg.% ; CO? 19 vol.%. 1/9/51 potassium 
5.1 mEq/L; sodium 150 mEq/L 1/11/51— 
BUN 300 mg.% ; creatinine 11 mg.% ; plasma 
chlorides 660 mg.% ; phosphorous 11.3 mg.% ; 
1/13/51—BUN 440 mg.%o ; total serum pro- 
tein 5.14 em.% ; albumin 1.89 gm.% ; globu- 
lin 3.25 gom.%. 1/15/51—BUN 400 mg.% ; 
plasma chlorides 600 mg.% ; CO? 28 vol.% ; 
phosphorous 10.3  mg.%; potassium 5 
mEq/L; sodium 1380 mEq/L 1/21/51—Sodi- 
um 142 mEq/l; postassium 6.8 
1/27/51—BUN 515 mg.%; serum chlorides 
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40 mg.%; CO* 43° potassium 5.4 
mEq/l; sodium 130 mEq/L 12/29/50 — 
spinal fluid clear, colorless, and less than one 
white blood cell per cubie millimeter. Ser- 
vlogy: 1/138/51—Mazzini—negative. Bacteri- 
ology: 1/13/51—spinal fluid: stained sedi- 
ment negative. Culture no growth. 1/13/51-- 
urine culture negative for enteric pathogens. 
12 /29/50—-Blood culture—no growth aerobic 
or anaerobieally, 1/24/51——urime chlorides 
10.7 gm. per 24 hours. Patient was given 1500 
ee, of washed red blood cells during hospi- 
talization. Stool: 1/15/51 benzidine plus 
four; guaiae test positive. Urinalysis: 
12/28 /50-—specifie gravity: LOLO; reaction 
acid; albumin plus three; sugar negative ; 
acetone negative; RBC 10-20; WBC 10-30. 
alkaline; albumin plus four; sugar negative ; 
acetone negative; RBC occasional; WBC 


specific gravity: LOOL; reaction 


8-10; erystals, numerous triple phosphates. 
1/26/51—specifie gravity: 1.010; reaction 
alkaline; albumin plus four; sugar negative ; 
acetone negative; WBC few. 


DIFFERENTIAL DIAGNOSIS 

Dr. Eugene Milewski: On first consider- 
ation of the initial admission, the primary 
pieture appears to be one of the cardiac in- 
sufficiency with secondary renal involvement ; 
However, further study reveals abscence of 
cardiomegaly, no EKG changes, a bradyear- 
dia and no evidence of hepatomegaly or ac- 
tual pulmonary congestion. The distribution 
of edema seems to be of renal rather than 
cardiac nature. We know that renal pathology 
can also produce the picture above (edema, 
effusion, elevated BUN, albuminuria, ete.) 
and the elevated cholesterol also favors. pri- 
mary renal disease. Sufficient data however 
is not available to differentiate the etiology. 

Kosinophilia iS not readily explained and 
since there was only one reported blood 
count, too much importance can not be at- 
tached to this finding; however, lupus 
erythematosus, periarteritis nodosa and other 
causes of inereased eosinophiles were ruled 
out on the absence of skin rash, leukocytosis, 
and other substantiating data necessary. 

Qn the second admission we have a patient 
in obvious terminal status exhibiting the elas- 
sical signs of advanced uremia, namely, hy- 
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pertension, anemia, edema, urine of fixed 
specific gravity, albuminuria, hematuria, ele- 
vated BUN, hyperphosphatemia and acidosis. 


The central nervous system involvement ean 
probably be explained on the basis of uremia, 
but we find no mention of any persistence of 
neurclogical findings throughout the hospital 
stay, which we should expect if this were cere- 
bral hemorrhage due to uremia: therefore. | 
shall assume this patient had had a cerebro- 
vascular thrombosis on admission whieh 
cleared during hospitalization. 

Since our primary concern is the renal di- 
sease process [ have considered several en- 
tities which terminally produce the uremic 
syndrome. To establish the diagnosis of ar- 
teriolar nephrosclerosis secondary to malig- 
nant hypertension we should expect a long 
standing history of hypertension of much 
higher levels than those reported above, a 
tremendous cardiae hypertrophy and afar 
advanced retinepathy. 

Bilateral hydronephrosis was next enter- 
tained as possibility but, without an ab- 
dominal mass, history of fever, chills or coliey 
pain, this enity is an unlikely cause of our 
patient’s uremia, 

The third disease process, which is prob- 
ably most difficult to rule out and especially 
so in the terminal phases of renal disease, is 
bilateral pyelonephritis. In spite of the posi- 
tive urine culture on one occasion we have 
no history of an acute attack with reeur- 
renees, no evidence of fever and chills, no 
lumbar pain or CVA tenderness, and there- 
fore we can only consider this entity a pos- 
sibility. 

Chronic glomerulonephritis in its terminal 
stage produces a similar picture of uremia to 
the above, and there are several findings here 
in favor of this diagnosis, namely the decrease 
in total proteins and albumin fraction and 
the transient hypertension. In retrospect con- 
sidering the initial admission as a nephrotic 
phase of glomerulo-nephritis progressing into 
the latent stage, I feel that this is the entity 
responsible for the terminal uremia. 

In conclusion we must decide if the gas- 
trointestinal hemorrhage was due to uremia 
or other gastrointestinal pathology. The find- 
ings of RUQ pain and tenderness, hema- 
temesis and melena should in all eases be con- 
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sidered peptic ulcer until proved otherwise 
since this is the most frequent source of bleed- 
ing from the upper G. I. tract, the incidence 
ranging from 60. to 75%. The lack of re- 
sponse to transfusion would also favor hemor- 
rhage due to intrinsic pathology rather than 
anemia due to bone marrow suppression in 
uremia. Statistically, without further studies 
available for a definite diagnosis, we must 
consider the possibility of a bleeding duodenal 
ulcer as a contributing factor to the anemia, 
uremia and final demise. 

Summarizing the discussion, it is my im- 
pression that this patient entered the hospital 
in the nephrotie stage of glomerulonephritis, 
passed into the latent stage for the interim, 
returning approximately 10 months later in 
the terminal status of uremia due to chronic 
glomerulonephritis with an associated cardiae 
insufficiency, a cerebrovascular thrombosis 
and bleeding duodenal ulcer. 

CLINICAL DIAGNOSIS 

1. Uremia 

2. Chronie Glomerulonephritis 

3. Duodenal Uleer 

4. Cerebrovascular Thrombosis 

PATHOLOGICAL DiscuSSION 

Dr. Huntington: Participation in the dis- 
cussion by those physicians present at the 
conference resulted in the following list of 
diagnoses for the cause of death: Chronie 
glomerulonephritis; Duodenal ulcer; Cardiae 
insufficiency; Cerebral Vascular accident; 
Nephrotic syndrome with terminal uremia; 
Arteriolar nephrosclerosis; Periarteritis no- 
dosa; Polyeystic kidneys; Lupus erythemato- 
sis disseminata; Syphilis (Hepar lobatum, 
Cerebrospinal, Renal); Tuberculosis; Multi- 
ple myeloma; and Hyperparathyroidism. 

Autopsy Findings. The most dramatie find- 
ings were in the abdomen. The peritoneal 
cavity contained 38000 ¢.e. of thick yellow 
creamy exudate. The peritoneal surface was 
not inflamed or injected. The source of this 
exudate was apparently a duodenal ulcer lo- 
cated three centimeters below the pylorus. It 
measured 2.5 by 1.7 em. and was undermin- 
ing and had rolled edges. The base was on the 
panereas and contained numerous organized 
thrombi. The posterior portion, adjacent to 
the liver, showed a minute perforation. The 
lesion proved to be benign on microscopie ex- 
amination. There was also much organized 
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old and new blood throughout the gastroin- 
testinal tract. The heart was dilated both on 
the right and left side and showed evidence 
of myocardial degeneration. The lungs were 
edematous throughout all lobes. The kidneys 
were of normal weight, but appeared rather 
pale grossly. The microscopic findings were 
typical of a chronie glomerulonephritis. Post- 
mortem spinal fluid chemistries showed a 
urea nitrogen of 425 mg.% and a carbon di- 
oxide combining power of 14 volumes per 
cent. PATHOLOGICAL DIAGNOSIS 

1. Uremia 

2. Chronic glomerulone phritis 

3. Duodenal ulcer with perforation 

BOOK REVIEW 
Modern Drug Encylopedia and Therapeutic 

Index. Edited by Marion E. Howard, M. D. 

Fifth edition. Pp. 1431. Cloth. Price, $15.00. 

rs York: Drug Publications, Incorporated, 

This new edition of Modern Drug En- 
cvlopedia appears only two ‘years after the 
Fourth Edition, which indicates the rapid 
changes taking place in this field of publi- 
cation. The volume deals with 8750 drugs, 
nearly 1500 of them brand new listings and 
saves hours of time in check-up on the latest 
out-put of America’s leading 175 manufae- 
turers. For medical authors and editors the 
work is particularly valuable in that it dif- 
ferentiates immediately the official drugs 
from the newer drugs which have registered 
trade marks and which should be differ- 
entiated either by the use of a eapital letter 
or the small capital R in a circle. In fact, this 
editor has found this volume indespensable 
and refers to it oftener than he does to the 
U.S.P. or N.F. The data coneerning each 
drug is complete, including its chemical com- 
position, action, uses, supply, dosage, cautions, 
and contra-indications. Finally, the book con- 
cludes with a therapeutic index, generic in- 
dex, manufacturers and distributors index, 
and a general index, these four indices to- 
taling 216 pages. 

With the purchase of this volume goes a 
quarterly cumulative supplement entitled 
Modern Drugs, which will be supplied free 
until the next edition appears. The volume, 
with the supplement, is one that can be whole- 
heartedly recommended to the profession; 
certainly every hospital and medical library 
should have it. 
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Dies For 1953 

Annual dues of members of the Medieal 
Society of Delaware are payable January 1, 
1953, and the deadline for sueh payment. is 
April 30, 1953.) Dues remain at $25.00. per 
year. Dues for membership acquired after 
April 80 will be $12.50. Payment is waived 
in the following classifications: 

1. Honorary Members—-Those who have 
attained the age of 70 vears and who have 
been in good standing in their County and 
State societies for 30 or more vears. This 
exemptions begins on the January Ist after 
they have attained the age of 70 vears. 

2. Military Members—Those who are eall- 
ed to active duty with the Armed Forces of 
the United States. Such members shall pay 
the dues for the vear in which they are in- 
ducted into service, but shall not pay the dues 
for the year in which they are mustered out, 
This exemption does not apply to ‘‘career”’ 
men, 

3. Retired Members--Those who have re- 
tired from the practice of medicine and who 
derive no part of their income trom the prac- 
tice of medicine. Notice of bona fide retire- 
ment should be sent by the County Society 
Secretary to the State Society Secretary. 

4. Hardship Cases—-Those for whom the 
payment of dues would constitute a financial 
hardship, as determined by their loeal Coun- 
ty society. Notice of such cases should be 
sent by the County Secretary to the State 
Secretary. 

Members in these classifications will receive 
the Delaware State Medical Journal without 
charge. state treasurer cannot accept 
dues directly from members; payment should 
be made to the County Treasurer, who will 


remit to the State Treasurer on the 10th of 
each month, 


AMA dues are due January 1, and the 
deadline for sueh payment is June 1. AMA 
dues for 1953 also remain at $25.00 per year. 
Dues for membership acquired after July 1 
will be $12.50. The AMA will not aeeept 
remittances directly from members, and all 
such dues should be paid to the County 
Treasurer for transmittal to the State Treas- 
vrer and through him to the AMA. AMA 
dues are waived in the following elassifiea- 
tions: 

1. Avge 70 vears. Requests should be made 
by the members directly tothe AMA. Exemp- 
tion begins as in Item 1, above. Members 
thus exempted will not receive the JAMA 
unless the regular subseription price of $15.00 
is remitted directly to Chicago. 

2. Military service. Members called into 
active service with the Armed Forces of the 
United States, and exemption begins on Jan- 
uaryv or July following entrance on 
tive duty. 

3. Retired Members. Under same reeula- 
tions as in Item 3, above. 

4. Hardship Cases. Under same regula- 
tions as in Item 4, above. 

Further discussion of the AMA dues will 
be found in THe JourNaAL for January, 1952, 
page 33. 


(County Society dues remain as heretofore : 
New Castle, $10.00; Kent, $5.00; Sussex, 
$10.00. County dues are pavable January 1, 
and the deadline for sueh payments is April 
30), 


Prompt and strict observance of the above 
regulations will make mueh easier the task 
of the officers of the County, State, and Na- 
tional Societies. Your status as a ‘‘good”’ 
member is more important than you may 
realize. We bespeak vour thoughttul coop- 
eration. 


DIRECTORIES 
(Complete State, County, and miscellaneous 
directories will be published in the February 
issue. Cut out that page and keep it—vou 
will find it useful. 
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Normal peristaltic action results from activity of the muscle layers as they 
are gently distended by bulk within the intestine; mucosal irritants cause 
overactivity of the muscle layers resulting in hyperperistalsis or spasm. 


Corrective Action of Metamucil® in 
Abnormal Physiology of Constipation 


Abnormally prolonged colonic reten- 
tion, whether in a spastic or an atonic 
colon, demands the greatest care to assure 
correction. 

The mucosa does not require stimu- 
lating; hence, stimulating cathartics, 
‘“‘roughage”’ and other physical and chem- 
ical irritating measures, are today often 
considered irrational. 

On the other hand, the muscularis 
does require a stimulus to initiate peristal- 
sis. This physiologic stimulus is the mech- 
anism by which bland distention of the 
colon establishes a reflex, with the mus- 
cularis at the terminus of the reflex arc. 

Metamucil literally reeducates the 
sluggish and also the spastic colon. Taken 
with adequate amounts of water, Meta- 


mucil forms a smooth, hydrophilic colloid. 
As this colloidal mass passes through the 
large intestine, it exerts a gentle, distend- 
ing pressure within the lumen, thus initi- 
ating the peristaltic reflex necessary for 
evacuation. 

A program of Metamucil therapy helps 
to restore proper tone to the intestinal 
musculature, thereby establishing proper 
bowel habits. 

Metamucil” is the highly refined mu- 
cilloid of Plantago ovata (50°/.), a seed of 
the psyllium group, combined with dex- 
trose (50%) as a dispersing agent. It is 
accepted by the Council on Pharmacy and 
Chemistry of the American Medical Asso- 
ciation. 


G. D. SEARLE & Co. 
Research in the Service of Medicine 
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So distinct is the difference between PuiLip Morris 
and any other leading brand, that we believe you 
will notice it with a single puff. Won't you try this 
simple test, Doctor, and see? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful 
of smoke—and s-l-o-w-l-y let the smoke come directly 


through your nose. 
2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Vewspaper and 
Prriodical Printing 


An important branch 
of our business is the 
printing of all kinds 
of weekly and monthly 
papers and magazines 


The Sunday Star 


Printing Department 
Established 1881 


Printers of The Delaware State Medical Journal 


satisfaction 


comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 


result of good intention and 


sincere effort. 


Freihofer’s 


th 


Bakers of *NATIONALLY-KNOWN 


Hollywood BREAD 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Pro- 
tection, Avoids Unpleasant Situations 
By Immediate Thorough Investigation 
And Saves You The High Costs Of 
Litigation. 
The Only Plan Which Is Officially Spon- 
sored By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bldg. 10th G Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington 5-656] 


If it’s insurable we can insure it 


A Stere for... 


Quality Minded Folk 
Who are Thrift Conscious 


LEIBOWITZ’S 


224-226 MARKET STREET 


Wilmington, Delaware 


George T. Tobin & Sons 
BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 
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ECKERD’‘S PARKE 
DRUG STORES 
COMPLETE 
DRUG SERVICE Y Fine Food: 
FOR 
PHYSICIAN - PATIENT 
BIOLOGICALS COFFEE 
PHARMACEUTICALS 
SPICES ANNED FOODS 
SURGICAL BELTS FLAVORING EXTRACTS 
ELASTIC STOCKINGS : 
TRUSSES 
513 Market Street 723 Market Street a H. Parke Company 
900 Orange Street Manor Park 
WILMINGTON, DELAWARE Philadelphia ° Pittsburgh 
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If you are over 21 (or under 101) it’s none too soon for 

you to follow the example of our hero, Ed Parmalee, 

and face the life-saving facts about cancer as presented in our | 
new film “Man Alive!”. You’ll learn, too, that cancer is not we 
unlike serious engine trouble—it usually gives you a warning: 


~ 


(1) any sore that does not heal (2) alumpor thickening, 

in the breast orelsewhere (3) unusual bleeding or discharge 
(4) any changeinawartor mole (5) persistent indigestion 
or difficulty in swallowing (6) persistent hoarseness or 
cough (7) any change in normal bowel habits. 

While these may not always mean cancer, any one of them 
should mean a visit to your doctor. 

Most cancers are curable but only if treated in time! 


You and Ed will also learn that until science finds a cure for 
all cancers your best “insurance” is a thorough health 
examination every year, no matter how well you may feel— 
twice a year if you are a man over 45 or a woman over 35. 


For information on where you can see this film, call us or 
write to “Cancer” in care of your local Post Office. 


American Cancer Society 


MAN ALIVE! is the story of Ed Parmalee, whose 
fear weakens his judgment. He uses denial, sar- 
casm and anger in a delightful fashion to avoid 
having his car properly serviced and to avoid going 
to a doctor to have a symptom checked that may 
mean cancer. He finally learns what a difference it 
makes (in his peace of mind and in his disposition) 
to know how he can best guard himself and his 
family against death from cancer. 
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is for the strong... 
Buy 
U. S. Savings Bonds 
NOW! 


AMERICAN MEDICAL 
EDUCATION FOUNDATION 


() 535 N. Dearborn St., Chicago 10, Ill. 
Ur 


Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 


ience, comfort and health 

of your family — you WATER HEATER 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you’re 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT CO. 
“The Feblic Appreciates Sorrce” 
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Carefully checked and tested to safeguard purity and freshness! 
You can recommend this fine product with every confidence 


7 F in its quality and dependability. Easier to digest—curd is broken 
Fasiar 0 digest up and evenly distributed. Easily assimilated—400 USP units of 
Vitamin D are added to each quart to aid in the utilization of 
: calcium and phosphorus. 
Better tasting And everyone loves its rich, creamy flavor! 
CLOVER DAIRY 


Get the 


ACCIDENT e HOSPITAL * SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


ALL 
PREMIUMS 
FROM GO 
$5,000 eccidentel death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Triple Quadruple 
FF BE ae res 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital ............... 5.00 10.00 15.00 20.00 
Operating Room in Hospital ............... 10.00 20.00 30.00 40.00 
Anesthetic in Hospital 10.00 20.00 30.00 40.00 
Medicines in Hospital 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital ........ 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 
2.50 5.00 7.50 10.00 
1.50 3.00 4.50 6.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
o0 vears under the same management 

400 First National Bank Building Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 
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| HANCE OHN G. MERKEL 
ARDWARE CO. & SONS 


4th and Shipley Sts. 
FRIGIDAIRE APPLIANCES 
EASY WASHERS 
TOOLS 


Wilmington, Delaware 
Tel. - Wilm. 5-6565 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’‘S 


PHARMACY 
Medical Arts Bldg. Del. Trust Bidg. 
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Baynard Optical 
Company 


Prescription Opticians 
We Specialize in Making 


Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


FRAIMS DAIRIES 
Quality Dairy 


1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


To keep 
your car running 


Better —- Longer 


use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
| Station 


Howers 


Geo. Carson Boyd 


at 21/6 Wheat 10th 
Phone: 4388 


UNPAID BILLS 


can be collected and at the same time good 
Public Relations maintained. We _ have 
proven it to over 100 hospitals and many 
of the members of your Medical Society. 


Write for details. 


National Discount & Audit Co. 
230 West 41st Street, New York 18, N. Y. 


XX111 
\ 
“A 
4 
j 
M4 
Se” 
: 


For routine infant 
feeding. The basic 
Dextri-Maltose 
product. 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 


To aid in counteracting 

constipation. Contains 3° 
potassium bicarbonate. 


Dextri-Maltose is palatable but not sweet; does not 
create a ‘‘sweet tooth”’ in infants. 


soluble, Dextri-Maltose is convenient for the mother. 


Especially indicated for pre- 
mature infants. Contains 50 
mg. ascorbic acid per ounce. 


designed with singleness of purpose 


Designed and manufactured specifically for infant formulas, 
Dextri-Maltose” has an unequaled background of successful clinical use. 
Safety for your infant patients is assured by the dry form of 

this carbohydrate, meticulous laboratory control at all stages in its 
manufacture, and hermetically sealed, key-opening cans. 


Easily measured without spilling or waste and almost instantly 
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